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INTERNATIONAL FOUNDATION 


Preamble to the Constitution and By-Laws 


We, Nurses, representing various nations of the world, 
sincerely believing that the profession of nursing will be 
advanced by greater unity of thought, sympathy and purpose, 
do hereby unite in a federation of national associations of 
nurses. Such national associations shall be non-political, shall 
embrace all religious faiths, and shall work together for the 
purpose of promoting the health of nations, improving the 
nursing care of the sick, advancing the professional and 
economic welfare of nurses and enhancing the honour of the 
nursing profession. 
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International Council of Nurses 


PRESIDENT’S ADDRESS 
to the 
Members of the Board of Directors, Istanbul, August, 1955 










It is now two years since our last Board Meeting. As some of you will recall, 
and as you will alk have noted from the minutes of the last meeting held in Brazil in 
1953, the wish was expressed at that time that plans should be made within the budget 
for more travel to be undertaken by members of the ICN and FNIF Headquarters 
Staff. It was felt that visits to countries where the National Association is in member- 
ship, or to countries where the National Association is applying for future member- 


ship, would establish closer contacts between the nurses in those countries and Head- 
quarters. 


This is why our Executive Secretary has been able to accept many invitations 
during the past two years, and when she gives you her Report, she will tell you some 
of the details of her pilgrimages; I would like to tell you that many letters from the 
hostess Associations have told me how excellent was the result of such visits, in 
awaking interest and enthusiasm and in helping to solve professional problems. 


Our Assistant Executive Secretary has recently been on an extensive tour in 
Germany where she found the same good spirit and a hearty welcome. 


The Director of the FNIF has also travelled to Ireland by invitation of the 
National Council of Nurses of Ireland; to Finland to attend meetings of the Northern 
Nurses’ Association Congress; and on two occasions to France, to attend a Conference 
of Schools of Nursing in Sévres, and by invitation of the Association des Infirmiéres 
Frangaises Diplomées d’Etat to be present at celebrations in connection with the 
Florence Nightingale Centenary. She represented the ICN at the International Hospi- 
tal Federation Congress in Lucerne this year. 


Two FNIF staff members have also spent seven weeks in Turkey in connection 
with Studies being undertaken by the FNIF, and we are particularly grateful for the 
hospitality which was arranged for them by the Turkish Nurses’ Association. 


We have been able to accept many invitations to attend meetings of other inter- 
national organisations which share our ideals concerning health and the care of the 
sick. With the co-operation of our National Associations, the ICN has been regularly 
represented not only at World Health Annual Assemblies, but also at meetings of the 
WHO Regional Committees held in the four corners of the world. We have also been 
represented at meetings of the International Hospital Federation, the World Federa- 
tion for Mental Health and the World Medical Association. 


Together with the Director of the FNIF I attended, by invitation, the Fifth World 
Congress of Roman Catholic Nurses and Social Workers held in Quebec in 1954. 
This gave us an opportunity to meet members of the Canadian Nurses’ Association 
in Montreal, since Miss Sharpe, President of the Association, had the kindness to 
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fly from Toronto in order to spend a few hours at a reception held for the President 
of the ICN by the Canadian Nurses’ Association. 


After leaving Canada, I travelled to Minneapolis where I was greeted by Miss 
K. J. Densford, our second Vice-President, who made my visit exceedingly interesting; 
I was able to visit her own School of Nursing and the Western Hospital School, where 


I delivered the Commencement Address and attended a meeting of the Student 
Nurses’ Association. 


From there I went to Chicago where Miss Frances Powell, President of the 
Illinois State Nurses’ Association, Secretary of the American Nurses’ Association, 
and Director of the Cook County Hospital School of Nursing, had arranged wonderful 
receptions which gave me an opportunity to meet both graduate nurses and students. 
You will perhaps be interested to learn that the Student Nurses’ Association of Illinois 
contributed funds for the students of the Edith Cavell School. Also, I would like to 
tell you that a scholarship in the name of the President of the ICN was given to a 
student at Cook County School of Nursing. These gestures are, I feel, a recognition 
of the prestige in which the ICN is held. 


Finally, thanks to the kindness of the American Nurses’ Association, I was able 
to take part at meetings held in New York and Washington where fruitful exchanges 
of views took place with the President and Executive Secretary of the American 
Nurses’ Association, Miss Agnes Ohlson and Miss Ella Best, and with the Chairman 
of the ICN Revision of Constitution and By-Laws Committee, Miss Pearl McIver. 


I was able in 1954 to represent the ICN at the Annual World Health Assembly 
of the WHO in Geneva, and I attended the Congress this year of the International 
Hospital Federation. I was also able, at the invitation of our colleagues, to visit 
Switzerland and France, the latter on the occasion of World Health Day in 1954, when 
nurses were especially honoured. 


In May, 1954 I attended, at the invitation of our Third Vice-President, Miss 
Duff-Grant, who is also President of the National Council of Nurses of Great Britain 
and Northern Ireland, the celebrations in London in honour of the Fiftieth Anniver- 
sary of the National Council of Nurses. 


I was present at a meeting of the Presidents of the Western Group of European 
Nurses’ Associations which met in Brussels in order to approve a French translation 
of our International Code of Nursing Ethics. 


Meetings of the ICN Finance Committee and of the FNIF Executive Committee 
have called me from time to time to London; and it has also happened that our 


Executive Secretary has sometimes had to fly to Brussels for a few hours to discuss 
urgent matters with the President. 


One very outstanding event has been the purchase of a new house in London for 
ICN and FNIF Headquarters. Very soon we shall see with great satisfaction the 
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executive and secretarial staff enjoying adequate accommodation about which the 
Chairman of our Headquarters Committee will give you a more detailed account. 


In the past two years I have found such a spirit of collaboration that I feel 
encouraged to stress what we must do during the next two years: 


(a) Strengthen our international relationships. 


(b) Encourage non-member countries to organise Associations and to apply for 
membership. 


(c) Develop the work of ICN Committees; this is extremely important and should 
be regarded as one of the best ways of ensuring that the members of Com- 
mittees do not only consider themselves as “ Honorary,” but devote to the 
Committees the best of their activities. 


(d) Last but not least, we must start as soon as possible to prepare for the 1957 
Congress which, as you know, is to be held in Italy, and will be a spur for 
development and progress perhaps most especially for the European 
countries. 


Before I give you a suggestion concerning the “ Theme” of the 1957 Congress, 
I would like to express my appreciation to the Honorary Officers and the members 
of the Board for their support; and also to the Committee Chairmen and Committee 
members for their work for the ICN and FNIF. Not least of all, may I express my 
deep appreciation to the members of the Headquarters Staff, both Executive and 
Secretarial, who are at all times untiring in their efforts for the smooth running of 
the ICN and FNIF. 


In Petropolis, in July, 1953, when Gerda Hojer, our retiring President, gave to 
the International Council of Nurses the “watchword” she put forward the most 
provocative thought and also one that was most challenging and appropriate when 
she chose RESPONSIBILITY. I would suggest that we take this “ watchword” as a 
Theme for the next Congress, and I shall be glad to have your ideas as to how it 
could be applied, by presentation of papers and by discussion, to some particular 
aspects of nursing education and nursing service. 


Throughout the past our predecessors have faced duties with such efficiency 
that thanks to them the Nursing Profession is recognised as an essential need all over 
the world. 


Today, the three aims for which we stand are Education—Nursing Service— 
Professional Status. Each one of these aims is in itself a wide programme embracing 
numerous problems to be solved and developed. These problems will be worthwhile 
discussing in Italy. 


These are certainly different in every Member Country of our Association, as 
well as for the Nurses of countries which unfortunately have not yet joined our 
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International Council and to whom we are looking forward for their collaboration. 
But international relationships, if wonderful and most desirable, are nevertheless a 
rather difficult and complicated task. It takes a tremendous amount of understanding, 


psychology, tolerance and readiness to accept others point of view and adaptation 
towards new ‘concepts. 


Most of all it demands generosity, since everyone of us must consider first what 
she can give, rather than what she can receive! Traditions are of course the greatest 
asset in the philosophy of our work and our Code of Nursing Ethics sums up our 
traditional moral principles; but, in a world completely transformed by unavoidable 


evolution, the concept of all our other Nursing activities must be adapted to the local 
and actual human needs. 


Nursing education is no longer considered as an apprenticeship and should be 
based like any other education on pedagogic rules. Furthermore it should be included 
in the framework of the general education of a country. Also, education must be 


complete and continuous, and it is up to the Associations to find the way to provide 
post-basic education. 


Nursing service is no longer just a practical performance which includes 
domestic work, but a skilled technical procedure, needing administration and planning, 
social and professional regulations; it requires laws, economic measures, social secu- 


rity and also a well established grading of all the members of the team serving the 
sick and the well. 


We all agree that Nursing; although a profession, must remain a service, its 
activities involving two parts; being an intelligent collaborator of the Doctor when 
performing his orders, the Nurse has the responsibility to apply the treatment; but 
in many other aspects of the mental, social and cultural needs of the patient, the Nurse 
is a person of whom the Doctor might even request advice. If the Nurse is a qualified 
collaborator of the Doctor on the one hand, on the other hand Nurses themselves 
need some qualified persons to assist them; thus the team works together for the good 
of the patients, and each member of the team will have a definite status. 


This is not yet accepted in many associations; some are still reticent about 
education and professional status for members of the team who are not graduate 
nurses, but they should consider the facts. 


I remember so well that in 1927, at the International Conference of the ICN in 
Geneva, all the Nurses attending had a meeting with the delegates from the Inter- 


national Labour Organisation, which advised the Nurses to consider the right to work 
only a 48 hour week. 


An almost general opposition was the answer to this proposition. Since then it 
has been proven that it is not only possible, but desirable to organise the work in 
order to render it human (for the Nurses as well as for the Patients), 
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This shows that we have the responsibility to face the necessity not only to 
accept, but also to undertake research for better organisation, better conditions of 
work and improvements in every field of the profession. 


Reforms are not necessarily detrimental, they are the sign of progress and vitality. 


When those, who have devoted themselves to study amendments to our Constitu- 
tion and By-Laws, submit their conclusions, it is with a high spirit of goodwill and 
understanding that we will consider their proposition, keeping in mind the absolute 
necessity to have a strong International Association. 





Now that we have been fortunate enough to provide good accommodation for 
Headquarters, everything must be done to provide for our Executive Staff, modern 
and smooth administration. This applies also to the work of the ICN Committees 
and to National Associations. 





Perhaps we shall have to accept compromise; but if we do it unselfishly and 
with a true spirit of International relationship, jt will be to the International Council 
of Nurses and the Florence Nightingale International Foundation, which is associated 
with it, our loyal contribution and our responsibility. 





REPORT OF THE EXECUTIVE SECRETARY 


to the President and Members of the Board of Directors 
Istanbul, August, 1955 





When I last reported to a meeting of the Board of Directors held in Sao Paulo, 
Brazil, in 1953, I discussed the work carried out at I.C.N. Headquarters during the 
preceding two years under three main headings—namely, Correspondence, Visitors 
and Travel. Routine work during the past two years could once again be conveniently 
described under those same headings, since the activities they represent have again 
occupied a considerable amount of the time of the Headquarters staff. 





Figures and statistics as to the number of letters received and despatched are 
of little relevant importance to our work; what matters more in an international 
organisation, and is of pertinent interest, is the varied nature of the content and the 
wide distribution of countries involved. Suffice it to say, therefore, that our corres- 
pondence, both in and out of Headquarters, has steadily increased as our contacts 
grow, both with nursing organisations and other professional bodies. 





The number of visitors also is a mounting figure as the ICN Exchange Programme 
grows and more and more nurses from more and more countries tend to leave their 
own countries for post-graduate observation and study or periods of temporary em- 
ployment. Many pass through London on their travels and we are glad and grateful 
when a visit to our Headquarters is included on their itinerary. We believe that 
these visits are an indication that the value of professional relationships is being 
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increasingly taught to our young nurses; and we try to do our part in stressing when 
they visit us not only the degree of professional responsibility they carry with them 
as they travel, but also that their primary loyalty is to their own countries to which 
they will return with an enriched sense of professional values as well as a wider 
knowledge of differing technical skills. 


It is upon our Deputy Executive Secretary and Assistant Executive Secretary, 
both in the correspondence they deal with and the visitors they see, that the weight 
of routine work at ICN Headquarters inevitably falls; and I would like to pay tribute 
here to the selfless service they give and the enthusiastic way they and the secretarial 
staff support me in all aspects of our work. 


Travel 


At the last meeting of the Board of Directors, the wish was expressed and later 
confirmed at a meeting of the Grand Council that there should be closer contact 
between ICN Headquarters and our members throughout the world, and that part 
of the raised dues should therefore be expended on increased facilities for travel. 
At each subsequent meeting of the ICN Finance Committee when the budgets for 
the succeeding years have been drawn up, this objective has been taken into con- 
sideration; every invitation received at Headquarters has been carefully scrutinised, 
and acceptance of the invitation has, whenever possible, been recommended to the 
Board and in each case has been authorised. 


It has therefore been possible during the past two years to travel more extensively 
than hitherto, and to accept invitations from countries, distant from Headquarters, 
which have never before received a visit from a member of the ICN Headquarters 
staff. Attached to this Report as Annex 1, is a list of the countries | have been able 
to visit since the Board last met in July, 1953; and already all members of the Board 
have been circulated with detailed itineraries of each journey undertaken, and with 
Reports on my visits to Japan, Korea and South Africa. A Report on the more 
recent visit to New Zealand and to Australia will, I hope, shortly follow. 


I would like to convey to all members of the Board my profound appreciation 
for the privilege afforded me of meeting so many of our members in their own 
countries, and to the representatives of the countries themselves, I offer my deepest 
thanks for the warmth of their welcome and the courtesy and kindness extended at 
all times. Generous financial contributions have been received by the Honorary 
Treasurer towards the cost of the journeys; and the cost of travel within each country 
has in every case been borne by the National Nurses’ Association concerned. These 
contributions together with generous hospitality within the countries visited has 


meant that expenditure of ICN funds on travel has been considerably less than at 
one time anticipated. 


Nevertheless these journeys are arduous and expensive, and some assessment 
therefore should be laid before you of the value, firstly for the nurses visited, and 
then for the ICN which has borne the heaviest cost. 


I truly believe that a closer contact with our Headquarters by means of a personal 
visit has helped nurses in distant countries to realise that they are not alone in their 
problems, and although they sometimes suffer from a sense of geographical isolation, 
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nevertheless through their international membership they can, and do, play an impor- 
tant part in world affairs. Nurses in countries struggling for recognition and for 
nursing legislation have been helped to realise that a profession organized is a pro- 
fession more truly equipped for service and that nurses as individuals can never 
accomplish what an organised professional association can accomplish on their 
behalf. The ICN should, as a result of these visits, have an increased awareness of 
the particular interest and problems of our members and would-be members in various 
parts of the world. For myself it has meant a deepening of understanding and a sense 
of humility and gratitude as one learns to appreciate some of the difficulties that 
our colleagues are experiencing in so many parts of the world, and the courage and 
integrity with which they face them. 


In addition to my own journeys, our Assistant Executive Secretary, Miss Alice 
Sher, has recently returned to ICN Headquarters after a five weeks’ official visit to 
Germany, undertaken at the invitation of the President of the German Nurses’ Feder- 
ation. The itinerary, which was excellently planned by Frau Oberin Heise, took 
her to many centres, enabled her to meet leading German nurses and to discuss 
many problems in the various Provinces. Those who remember Frau Oberin Blunck, 
who served for many years on the ICN Board of Directors, will be glad to know 
that Miss Sher was present at the opening of Helena Blunck House, a Home for aged 
nurses. Miss Sher appreciated especially an opportunity to visit two post-graduate 
Schools in Berlin and in Gottingen, and to be present at the meeting of the Board 
of Directors of the German Nurses’ Federation at which she extended greetings on 
behalf of the ICN. Before leaving Germany, Miss Sher, together with Frau Oberin 
Heise, visited the Ministry of Foreign Affairs and the Ministry of Internal Affairs 
in Bonn; these visits were especially appropriate in view of the generous financial 
support that the German Federal Government give to the German Nurses’ Federation, 
and the interest which they take in nursing affairs. Miss Sher would like to place on 
record her sincere gratitude to Frau Oberin Heise and her appreciation for the warm 


welcome extended to her throughout her tour by nursing organizations and individual 
nurses. 


Our Deputy Executive Secretary, Miss Gwen Buttery, who during last winter was 
able to spend her first long leave since her appointment to ICN in her home country, 
South Africa, took the opportunity on many occasions during this leave to address 
meetings of nurses on the ICN, its organisation and its activities. 


No mention is made in this Report of travel undertaken by the Director of the 
FNIF and her staff, as this will no doubt be reported to the Board when FNIF 
affairs are specially discussed later in the Agenda. 


Representation at National and International Meetings 


We consider it one of the most necessary of ICN activities, and a responsibility 
of which we are deeply conscious, to ensure representation at national or inter- 
national meetings when such seems appropriate. For this purpose we must be know- 
ledgeable as to the nature and content of meetings to which we are invited or at which 
our attendance as observers or full members is authorised; and we must try to assess 
the value to nurses of the matters which may be discussed. The number of inter- 
national organisations and of the congresses and conferences they sponsor is an 
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ever-growing figure, and a due sense of proportion must be maintained between those 
which have great or only limited value for us in our own sphere of work. This 
assessment we shall continue to make; and we shall try to keep our members as closely 
informed as we can concerning international meetings of a professional and social 
nature, most particularly those having some special affinity with our own work. 


Annex 2 of this Report bears witness to the extent of ICN representation during 
the last two years, and in this connection we are grateful for the assistance given by 
our National Member Associations which have in many cases provided the represent- 
ative when representation from Headquarters itself has not been possible, and have 
afterwards sent us a report. If the Headquarters staff were to fulfil all the necessary 
demands and commitments we would be too often away from ICN Headquarters. 
Without the co-operation of our National Member Associations, therefore, many 
important meetings and conferences would have lacked ICN representation. 


Relationship with WHO and with the United Nations 


I would like to remind the Board that as a non-government organisation, we 
have a two-way link with the United Nations. First, we are on the Consultative 
Register of the Economic and Social Council which gives us access to many important 
meetings at United Nations Headquarters in New York and elsewhere. When the 
Board last met in Brazil, Miss Annabelle Petersen was nominated by the American 
Nurses’ Association to be the ICN representative at United Nations Headquarters, 
and I would like to express our sincere thanks to the American Nurses’ Association 
and to Miss Petersen for her valuable assistance and for keeping the ICN Head- 
quarters regularly informed of United Nations activities. I would also like to thank 
Mrs. Frances Smith who acts as representative for the ANA at United Nations Head- 
quarters, for sending valuable literature for our information and files, and for 


personally conducting me around that magnificent Headquarters during a one-day 
visit to New York in April. 


Our second, and perhaps more intimate link, with the United Nations is through 
its specialised agency, the World Health Organisation, with which we are privileged 
to remain in official relationship. This relationship is subjected to a regular scrutiny 
at two-yearly intervals as to our professional status, and for this purpose we last 
submitted a statistical and historical record of our activities to the WHO Executive 
Board in January, 1954. Following that meeting we were informed by the Director- 
General that the maintenance of official relationship had been approved and this 
information was accompanied by a message expressing his personal satisfaction at 
the decision and confirming the usefulness of our past relationship. 


Later in the Agenda the Board will hear of Reports which have been prepared 
by the FNIF following Agreements drawn up between the ICN and the WHO and of 


other Studies which are in progress. 


The ICN has, in addition, during the past two-year period been used by the WHO 
in a consultative capacity both through correspondence and in the following ways: — 


(1) In September, 1953, we were requested by the Director-General to collect 
and forward information for subsequent incorporation in a United Nations 
Report on Recent Developments in Social Conditions Throughout the World. 
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(2) In April 1954 the WHO selected as its Theme for World Health Day “ The 







As a result of circularising our own Member Associations, sixteen replies 
were received and these were forwarded to the WHO in the form of a 
summary, which was acknowledged with appreciation. 


Nurse, Pioneer of Health.” ICN Headquarters assisted in publicising this 
Theme for which the WHO prepared a series of articles. Amongst the articles, 
many of which were published in nursing journals, was one prepared at the 
request of WHO by the Director of the FNIF on “Florence Nightingale, 
International Pioneer;” and one by myself on “The Nurse of Tomorrow.” 


(3) In preparation for a Joint Expert Committee on Nursing and Mental Health 






(4) The subject of Technical Discussions to be held at the time of the World 






As will be seen from Annex 2 of this Report, we have exercised our right to be 


to be held in Geneva in September, ICN Headquarters was invited by the 
Nursing Section of WHO to assemble information on psychiatric nursing 
which could be used by the Section for preparing “background ” material. 
Early this year therefore, we circularised our Member Associations with a 
request for this information and nineteen Associations responded. All the 
material we received was forwarded to the Nursing Section, has been 
acknowledged with appreciation and has already been incorporated by WHO 
in documents which have been sent in advance of the meeting to Expert 
Committee members. The Board will like to know that this Expert Com- 
mittee consisting of psychiatric and mental health experts, will include four 


nurses, from Sweden, from South Africa, from the U.S.A. and from Great 
Britain. 


Health Assembly in May 1956, is to be “ Nurses, Their Education and Their 
Role in Health Programmes.” In February of this year the Chief of the 
Nursing Section visited our Headquarters for discussions on this subject, 
which fortunately were attended by our President and First Vice-President. 
Subsequently, and on behalf of the WHO we have in April this year cir- 
culated to all our National Member Associations and National Associate 
Representatives “background ” material intended to stimulate preparatory 
discussion and to assist delegations which will be attending the World Health 
Assembly. We have also, through our News Letter and through corres- 
pondence, requested National Associations to urge their Governments to 
include a nurse in the official delegation to the World Health Assembly in 
1956. All of us would agree that there could be no more urgent or relevant 
subject for consideration than that chosen by the WHO—“ Nurses, Their 
Education and Their Role in Health Programmes.” It is a matter of im- 
portance that nurses be present at the Technical Discussions in 1956, not 
only to participate at the time, but also to convince the official Government 
delegations that only the nursing profession itself is in a position to decide 
how it is to be educated and what is the role it is qualified to fill. 


present at WHO meetings by appointing representatives each year to attend the Annual 
World Health Assembly, meetings of the Executive Board and of the Regional Com- 


mittees. In our monthly News Letters we have tried to keep our members informed of 
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these important meetings and of matters relevant to nursing arising in the course of 
them. 


At a meeting called in London by the United Nations Information Centre, the 
Secretary-General of the United Nations in addressing representatives of international 
non-governmental organizations said that each such organization could serve as “a 
bridge with two-way traffic keeping its members in touch with living realities.” Our 
relationship with the WHO and therefore with the United Nations presents the ICN with 
both a challenge and a responsibility. While enjoying the privileges which relationship 
brings to us, we also have to remember our obligations, and I am convinced that these 
must continue to form an all-important part of any ICN developing programme. 


Staff 


It was intimated by the Board of Directors and later confirmed by the Grand 
Council at meetings held in 1953, that ICN Headquarters should, when possible, secure 
enlarged premises in order to extend its programmes and accommodate an increase of 
staff. Each of these factors—programme, staff and accommodation—are dependent on 
each other, and much time and thought has been expended on an attempt to carry out 
the wishes of the Board. New premises have now been acquired, which it is hoped will 
enable us to enlarge our Executive Staff by the addition of another Assistant Executive 


Secretary in the near future. Meanwhile, we have already increased our Secretarial 
Staff so far as has been possible. 


To each of my Professional Colleagues, to our Secretarial Staff and to my Personal 
Secretary, I would wish to say as I have said in previous years that without their hard 
work and loyal support which has been consistently and ungrudgingly given, the 
efforts of the Executive Secretary would be of little account, and because of my own 
frequent absences from ICN Headquarters during the past two years it is on the 
remaining staff, both executive and secretarial, that responsibility has largely fallen. 


Future Activities 


The programme of any active organization can be considered from two separate 
angles. There is the immediate future which calls for prompt action and a realistic 
approach; but there must also be “ long-term ” planning to which we can devote not 
only action but also imaginative and constructive thinking. If we are realistic con 
cerning the next two years, then it will be our chief concern to plan for our Eleventh 
Quadrennial Congress in 1957, so as to make of this Congress one more stepping stone 
in our history on which successive generations of nurses can build. 


An immediate as well as a continuing objective is to help nurses in those countries 
where ICN membership is desired, to organise and to strengthen their own National 
Associations. We have received at ICN Headquarters applications for membership 
from British Guiana, from the Gold Coast, from Yugoslavia and from Liberia. Iran, 
Syria and Burma have also made an initial approach. With Mexico and Uruguay we 
are in correspondence on the same matter. All of these applications will be for future 
consideration by our Membership Committee and will subsequently be brought to the 
Board of Directors. In some countries it is the Association itself which is seeking our 
help and in others less advanced, the nurses need help in forming an Association. To 


supply this help, Headquarters in co-operation with our Membership Committee must 
devote much of its time. 
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Our President has indicated in her Report that we must strengthen our Committee 
work, and ICN Headquarters will do all that it can towards stimulating these Com- 
mittees in their respective spheres of action. Is it too much to hope therefore that the 
day will come when these Committees can meet? Much is already accomplished by 
correspondence, and I would like here to thank the Committee Chairmen for the 
willing way in which they co-operate with Headquarters. But there are problems for 
discussion and for solution which do call for a closer contact between Committee 
members, and these members would themselves gain inspiration and much needed 
support through a more intimate and direct interchange of views. 


In connection with our “long-term” planning, we naturally turn to the Board 
for their thought and for their guidance, and I would ask them at this juncture to 
consider how we can strengthen our work in the sphere of Nursing Service. This is 
an age of specialisation and special functions need specialist help. Different branches 
of Nursing Service are feeling the need and expressing the desire for more adequate 
representation at the international level. Already from Pediatric nurses, from 
Psychiatric nurses and from Occupational Health nurses, the request has come, and 


neither through our present Committees nor our present staffing do we seem able 
adequately to meet their needs. 


The inspiration of all our work and our justification as individual nurses and as 
a Federation, is Service. Because of our very numbers and our intimate concern with 
human needs, it would seem that the nursing profession could give leadership to the 


world in the fields of health and social welfare. Our ICN has potentialities and unique 
opportunities for helping nurses to reach out towards this great goal. How then should 


our Headquarters be better equipped to give advice and leadership in the ever 
expanding fields of Nursing Service, both general and specific? 


Conclusion 


In concluding this Report, may I thank the Members of the Board and in par- 
ticular our President and Officers, for their co-operation, kindness and help, which 
have been generously and consistently given. From Headquarters we shall continue 
to look to you for directives in our work and for guidance in carrying it out. We are 
grateful beyond words for your unfailing support in the past and we shall try to 
continue to deserve your confidence in the future. As we plan the next phase of our 
activities together may I share with you the following words of a Lebanese poet, 


which seem appropriate not only to ourselves and our work, but also to life as one has 
found it in so many countries: — 


“ And I say that life is indeed darkness save when there is knowledge; 
And all knowledge is vain save when there is work; 
And all work is empty save when there is love; 
And when you work with love, you bind yourself to one another and to God.” 
Respectfully submitted, 
D. C. BRIDGES, 
Executive Secretary. 





OcToBEeR 1955 





Travel 
Undertaken by the I.C.N. Executive Secretary 


between July 1953 and August 1955 


Journey to Date Purpose 
Brussels, Belgium October 1953 For discussions with the President, Mlle. Bihet. 


Geneva, Switzerland January 1954 To attend the WHO Executive Board. 


Hongkong 


Japan To attend the Annual Meetings of the Japanese 
Korea April/May 1954 Nursing Association and Korean Nursing Association. 
Thailand Professional visits and discussions with National 


Lebanon Nurses’ Associations. 
Turkey 


To attend and to address the Biennial Meeting of 
Northern Rhodesia the South African Nursing Association. 
Southern Rhodesia To address Regional Meetings. 
South Africa August/September Professional visits and discussions with National 
Ethiopia 1954 Nurses’ Associations. 
Egypt To discuss with the President of the Italian Nurses’ 
Italy Association matters concerning the ICN 1957 

Congress. 


Brussels, Belgium February 1955 For discussions with the President, Mlle. Bihet. 


To attend and to address the Annual Dominion 
Conference of the New Zealand Registered Nurses’ 
Association. 


New Zealand ex 
| ont 1955 To attend and to address the Congress jointly spon- 


Australia 
Syria 


sored by the Royal Australian Nursing Federation 
Iran 


and the College of Nursing, of Australia. 

To address Regional and Branch Meetings. 
Professional visits and discussions with members of 
National Nurses’ Associations. 





International Meetings, Conferences and 


Congresses 


at which ICN has been represented between July 1953 and August 1955 


Meeting Place Represented by 
1953 
Third Regional Congress Pan American Rio de Janeiro, Brazil 
Sanitary Bureau 
Sixth Annual Meeting World Federation for Vienna, Austria Miss Marie Strobl 
Mental Health Miss Maria Novotny 
Seventh General, Assembly World Medical The Hague, Holland Miss W. S. Hérchner 
Association Miss Annie Reineke 

- WHO Regional Committee for Europe Copenhagen, Denmark Miss Ellen Broe 
WHO Regional Committe for Western Pacific Tokyo, Japan Miss Shio Hayashi 
WHO Regional Committee for the Americas ee BC. Miss Annabelle Petersen 


ICN Executive Secretary 
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Meeting 
1953 


WHO Regional Committee for South-East Asia 


United Nations Conference of Non-govern- 
mental Organizations 


1954 
WHO Executive Board 
World Federation for Mental Health Executive 


Board 

Seventh World Health Assembly 

WHO Executive Board 

Seventh International Congress of Social Work 
Congress of International Council of Women 
Biennial Conference of the Northern Nurses’ 
Association 

Fifth International Congress on Mental Health 
International Catholic Nurses Congress 


World Child Welfare Congress 

Sixth World Congress of International Society 
for the Welfare of Cripples 

Conference of World Organizations Interested 
in the Handicapped 

Eighth General Assembly World Medical 
Association 

WHO Regional Committee for the Western 
Pacific 

WHO Regional Committee for Africa 


WHO Regional Committee for South-East Asia 
WHO Regional Committee for the Americas 


1955 
WHO Executive Board 
World Federation for Mental Health Executive 


Board 

Eighth World Assembly 

Ninth International Hospital Congress, Inter- 
national Hospital Federation 

United Nations Conference of Non-govern- 
mental Organizations 


Place 


Bangkok, Thailand 
New York, U.S.A. 


Geneva, Switzerland 
London, England 


Geneva, Switzerland 
Geneva, Switzerland 
Toronto, Canada 
Helsinki, Finland 
Helsinki, Finland 


Toronto, Canada 
Quebec, Canada 


Zagreb, Yugoslavia 
The Hague, Holland 


New York, U.S.A. 
Rome, Italy 
Manila, Philippines 
Leopoldville, 
Belgian Congo 


New Delhi, India 
Santiago, Chile 


Geneva, Switzerland 
London, England 


Mexico City, Mexico 
Lucerne, Switzerland 


Geneva, Switzerland 


Represented by 


Mrs. Chamnong 
Binbakya Bidyabhed 
Miss Annabelle Petersen 


ICN Executive Secretary 
ICN Executive Secretary 


Mlle. Marie Bihet 
Mile. Renée Jaton 
Miss Pearl Stiver 
Miss Kyllikki Pohjala 
Miss Ellen Broe 


Miss Iris Marwick 

Mlle Marie Bihet 

Miss Ellen Broe 

Miss Catherine Dossetor 
Miss H. M. van Ede 


Miss Annabelle Petersen 


Miss Antoinetta Sgarra 
Miss Bice Enriques 
Miss Annie Sand 


Mlle. Gabrielle 

Fraenkart 
Mrs. Najib Khan 
Miss Rebecca Torrealba 


Mlle. Renée Jaton 
ICN Executive Secretary 


Miss Agnes Ohlson 
Miss Elsa Kunkel 
Miss Ellen Broe 
Mlle. Renée Jaton 





HEALTH EDUCATION AND THE NURSE 


JOHN BURTON, B.A., M.R.C.S. D.P.H. 


by 


Medical Director, Central Council for Health Education 


“ As I see it the best part of our work is that it never ceases. It is always going on 


finding new goals and contriving new means for achieving them.” 


BarRoNESS SOPHIE MANNERHEIM. 


We all know that Doctor means teacher, but how many ever think, as the 
dictionary states, that the primary meaning of Nurse is one who nourishes. 


We have retained this idea when we think of nursing babies, and as Dr. Jack 


Rees points out in a recent number of the International Nursing Review, most of us, 
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men and women alike, when we are sick look on the nurse as the all providing, 
comforting and scolding mother—the reincarnation of the one who nourished us. We 
suspend our judgement and give ourselves up to the belief that miracles will be per- 
formed for us. The nurse usually accepts this matriarchal role and gets satisfaction 
from it. 


A young girl said to me the other day when one of her pets was injured, “I love 
looking after things, in fact I am rather glad when they hurt themselves because then 
they are really helpless.” This power and succour is a strong combination and forces 
most patients into a state of dependency. 


Has it ever occurred to you how the nurse/patient relationship is built up? What 
is the programme when one goes to the hospital? At best one is a sick man requiring 
something to be done. At worst one is a well man needing investigation and justly 
apprehensive about it. In both cases the first thing that generally happens is that one 
is undressed and bathed, then put to bed and tucked up by a charming nurse. If this 
is not sufficient to reduce one to happy infancy, the next step will. Clothes are taken 
away and one is almost forced to take some purge before going to sleep. If one shows 
any interest in one’s complaint generally one is suspected of suffering from an anxiety 
state and subjected to reassurance—“ chattering hopes” Florence Nightingale called 
them,—as if one had suddenly shed one’s normal adult responsibilites for family and 
job. Am I being a little hard? Perhaps so. There would certainly be a lot of frustrated 


people if men stopped being mothered by women. But even so, we should be aware of 
what is going on. 


It is against a background of relationship that we must consider whether the 
nourisher of our bodies can also be the nourisher of our minds. In the field of pre- 
ventive medicine and to a great extent in district nursing the case is made and few 
doubt that the successes have been due to the quality of the nurse as educator. She has 
influenced profoundly the matters of maternal and child health with which she has 
been mainly concerned. Maintaining this progressive tradition she has now embarked 
on re-organising her training to fit her to tackle the vast problems of prevention in the 
field of emotional health which are now upon us. 


In the realm of sick nursing the case for the nurse as educator of the patient has 
rarely been raised. The attitude of dependency between patient and nurse which up 
till recently has been considered the proper relationship, tends to result in little more 
than instructions and a helping hand from the nurse and obedience on the part of 
the patient. The sick nurse’s role in health education cannot be considered therefore, 


apart from the relationship her situation in hospital, clinic, or the district expects 
of her. 


Recently, however, the philosophy of preventive medicine has been having some 
impact on the curative branches of medicine, and there is a greater inclination to con- 
sider the patient as a social being with a past and a future. This is expressed in 
hospitals by the growth of the idea of rehabilitation and the growing appreciation in 
pediatrics, geriatrics and diseases like tuberculosis and diabetes of the vital importance 
of cultivating an independent, self-reliant attitude in the patient in order to secure that 
future. It is this change of attitude that provides the strong argument for health ed- 
ucation. Once responsibility for the future becomes an important aspect of any human 
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activity education becomes essential. Only through the minds of men can the present 
influence the future. I have laboured this point about the dependency relationship be- 
tween nurse and patient because it is fundamentally different from health education 
approach which implies self-help and independence. 


It has been stated* that “ The Nurse is a teacher of health. She goes into the 
homes of the people to teach both the prevention of disease and its cure; she teaches 
the patient in hospital the nature of his iliness in language he can understand so that 
he may endure it, co-operate in his own cure and learn how to avoid becoming ill 
again.” Though this is an admirable statement of aim is it an account of the fact? Is 
this her job, is she trained for it? Is there an educational role for the nurse? 


It is true to say that the nurse who has time and the personality can get nearer 
to the patient than any other human being. Few will deny that the sick person is in a 
receptive frame of mind; he tries to understand all that is said and often what is not 
said too. He not only listens but he observes the deeds and expressions of his at- 
tendants. He generally wishes to understand how to get well, and the nurse with 
imagination recognises and uses this interest as a valuable therapeutic opportunity. 


It appears to me however, that apart from these natural intimate exchanges of 
information, the role of the sick nurse has not yet been recognised either by the nurs- 
ing or the medical profession as one of teacher of her patient. If it were she would 
receive training for the job and it would be regarded with as much seriousness as her 
other nursing duties; there is little doubt that ethically the responsibility of giving 
advice and reassurance is quite as great as the giving of medicine and should not be 
performed in an amateur fashion. 


There are however, certain difficulties in training which must be recognised in 
this particular case. In dealing with lay people it will be much more the attitude of 
the teacher which is educationally effective than her sum of knowledge. Unfortunately, 
the experience which most nurses have of education—their school and their nursing 
school—is of little help. It tends to be formal and didactic, whereas what they will 
have to cultivate is an approach which is informal and socratic. 


Such a training would of necessity lay great stress on psychology and its techniques 
of interview and group discussion. The methods and media of education in its relation 
to health would require considerable study and practice. 


I have sketched some of the difficulties and some of the requirements if the role 
of the nurse/patient relationship is to undergo the necessary change from one of 
dependency to one of mutual participation in cure. 


I think it is clear that in the modern psycho-social approach to disease and dis- 
ability with its accent on rehabilitation rather than cure, on capabilities rather than 
disabilities, there is a job for the nurse to do in educating the patient. But it is by no 
means simple and should not be undertaken lightly as the changes required may 
involve the whole medical hierarchy and its training. It is for all nurses to decide as 
the Public Health Nurses have already decided, whether this in one of the new goals 
which Baroness Mannerheim suggested they should always have in mind. 


* World Health Organisation Technical Report, Series 1952, 49, 8. 
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THE MIDWIFE IN AUSTRALIA 
by 
Miss L. M. ZWAR, R.N. (Australia) 
(This article concerning the responsibilities of the midwife is written with special 
emphasis on rural and outback areas). 
Perhaps nowhere in the world does the professional midwife need to be better 
equipped in knowledge and experience than in Australia. 


Perhaps it will interest you to know that Australia is the smallest continent and 
the largest island in the world. 

It consists of 2,974,581 square miles, being slightly smaller than the United States 
of America, and it lies on the western side of the Pacific Ocean, south-east of Asia. 

Fremantle, at the extreme south-west of the Continent, is 9,550 miles by sea from 
London, and Sydney on the east coast is 6,590 miles from San Francisco, U.S.A. 


More than one half the population of approximately 9,000,000 people live in the 
capital cities and large towns, and the density of the population is only 2.7 persons 
to the square mile. 


It should be explained here that the reason for this is: — 


About one third of the Australian Continent is too arid to support anyone, and 
the rainfall in another one third is too low to permit a close settlement. However, 
scientific projects are now in progress which should benefit these areas considerably 


in the near future, consequently providing for a larger population. 
TRAINING IN LarGE HosPita.s 


Most of our young midwives are trained in the large modern well organized and 
well staffed hospitals of the capital cities, with graduate midwifery tutor-sisters to 
supplement all teaching. Theoretical and practical instruction in the adminstration of 


analgesia, and in some cases anaesthesia, is now included in the training of the 
Australian midwife. 


A large majority of these midwives, on completion of training, will find their 
sphere of activity in the small country towns, the Bush Nursing Centres, the hospitals 
of the sparsely settled ‘ outback,’ those of the Pacific Islands and Papua, the Base 
Hospitals from which the ‘Flying Doctor’ service operates, or even the ‘ Inland 


Mission ’ Centres, where some of the patients are the wives of the aboriginal stockmen 
from nearby cattle stations. 


To fill the role of midwife in all these phases, our nurses must have a wide know- 
ledge, good experience during their course of training and the facility to adapt 
themselves to situations where one must not only be able to improvise, but to act 
promptly and efficiently in emergencies. 


Often the nearest Doctor in the outback may be a hundred miles away, called to 
an urgent case within his large territory, and it is here that the midwife’s knowledge 
and her experience are her salvation. 

In each State of the Commonwealth the Midwifery Nursing Services provide for 
(1) Ante-Natal Care and advice; (2) Hospitalization of patients; (3) Post-Natal 
Clinics. 

B 
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Normally, Obstetricians are in attendance at City Ante-Natal Clinics and 
prospective mothers are examined by them at regular intervals. 


The Sisters at these Clinics instruct the mothers in the necessary ante-natal care 
and mothercraft. Practical instruction is augmented by distribution of leaflets on diet, 
hygiene, breast-feeding, etc., together with a special pre-natal booklet. 


The routine blood investigations, urine examinations, weight records and blood 
pressure findings are recorded at regular intervals, and a close watch is kept on the 
expectant mother throughout her pregnancy. 


Talks are given by doctors and midwives, and pictures of child-birth are shown 
and the procedure explained to the mothers. Most Midwifery hospitals organize classes 
for (1) Ante-Natal exercises; (2) Special Group Classes in the art of relaxation, These 
classes may be conducted either by a Midwife or a physiotherapist. 


We find these classes to be one of the most profitable duties of the midwife. 


When the mother comes to the hospital the midwives carry on the relaxation 
treatment during labour, or in some cases the physiotherapist remains with the patient 
throughout labour. The results of this procedure are very satisfactory. 


Domiciliary deliveries are the exception in Australia except in some country 
districts where hospital facilities are not within easy reach. 


It is here the ‘ Bush Nurse’ can be seen on her rounds on foot, on horseback or 
by car. She supervises every phase of the pregnancy, labour and puerperium, and only 
when there is a departure from the normal are the services of the doctor called upon. 


In some Australian States in the small country centres the Matron of the local 
District Hospital must be ready to instruct the mother in ante and post natal care, 
and deliveries may be conducted without a doctor. However, in an emergency, medical 
assistance is always obtained. 


After-care service. In most of the capital cities, if the mother is sent home early 
in the puerperium, the hospital authorities provide ‘ after-care service.’ Midwives visit 
the mother in her home, once or twice daily until the 10th day or longer, if necessary. 
All mothers are required to return to the clinics for post-natal examinations. 


A housekeeper service is available to mothers for two weeks following discharge 
from hospitals. The Midwife is often able to help in these arrangements. 


For the mother who has difficulty in handling and feeding her baby, i.e., the 
apprehensive primipara, there are special ‘ Mothercraft’ Hospitals or a ‘ Mothercraft’ 
Section is attached to some Maternity Hospitals. Here, the young mother learns to 
handle her baby with confidence, and the child goes home to a settled background 
and a calm routine which influences the whole of its future life. 


These mothercraft sections provide an excellent training in mother and child 
welfare, for midwives who prefer to make this their career. 


These ‘Mother and Baby Health Centres’ are situated in all the cities and 
suburbs and in many country districts. Some of these Health Centres are attached to 
Ante-Natal Clinics. 


If unable to attend these Clinics, contact may be by correspondence through 
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the Mothers and Babies Health Association, or contact by wireless or by train or car, 
according to distance and the type of country where the family has settled. 


For example: A special carriage may be attached to the ordinary passenger 
train and set up as a ‘ Welfare Centre.’ A Sister lives on the train and information 
is given to expectant mothers. They are examined on their regular visits and are 
given the necessary advice as well as being adequately instructed in breast-feeding 
and mothercraft. 


Mothers with babies are advised on feeding and management problems. 


Where the roads are suitable, the Sister travels through country areas by car, 
perhaps staying a few days at each settlement and advising the mothers. Should she 
consider it necessary, she arranges for them to be sent to the nearest town to consult 
a doctor. 


It is to the nurse-midwife that mothers of the outback look for counsel. To fill 
this expected role she must be a woman on whom they can depend, not only for 
professional advice but for kindly help and guidance in the upbringing of their 
family. 


Correspondence: Midwifery Sisters attached to these organizations often find 
themselves in correspondence with prospective mothers on the opal mining fields of 
Coober Pedy in the desert heart of Australia, or lighthouses in the Pacific and as far 
afield as New Guinea and Papua. The Woomera Rocket Range in the desert region 
of South Australia is also visited each month (by aeroplane) by a nurse-midwife, 
who between visits is in touch with her patients by wireless. 


One of the most interesting phases of the midwife’s work in Australia, is her 
association with the Flying Doctor Services of the interior, by means of which air 
and other ambulance services are used to transport help to the country mothers or 
to bring mothers to hospital. She works in conjunction with the Flying Doctor and 
a wireless summons may bring her within a few hours to a woman in a lonely home- 
stead hundreds of miles away in a scattered settlement. 


A few words as to the origin and method of operation of this service may not be 
out of place 


Owing to the enormous distance and the widely scattered settlements and cattle 
stations in the northern part of Australia urgent medical service to these small com- 
munities was quite impossible. The problem of the provision of this service exercised 
the mind of a Presbyterian minister, whose parish was the whole northern part of 
Australia for many years. He was the Reverend John Flynn, and was the first to 
visualise the possibility of transporting medical care to these people of the outback 
by air, but it was not until the advance of aviation in the early 1920’s that the scheme 
could be put into operation. One of the factors which prevented the earlier operation 
of such a service was the question of communication. At that period, radio had not 
advanced to such a state that fool-proof transmitters could be installed in these small 
settlements. The absence of power units to produce the electric power to operate the 
wireless sets was again a difficulty. An ingenious South Australian named Traeger, 
together with the Rev. John Flynn, evolved what is known as the pedal wireless set. 
The power needed is generated by a small electric generator turned on the same 
principle as a bicycle by pedalling. The first flying centre was founded at Cloncurry 
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in Queensland in 1926. The aircraft used were chartered from an airline company 
who provided the pilot. A doctor travelled in the plane and there was sufficient room 
to carry one stretcher case. Later the doctors became their own pilots and in many 
cases a sister went with them. Later still the Government took over the service and 
centres were established in other parts of the Commonwealth, so that today the 
whole of inland Australia where there is a settlement, is covered by aerial medical 
services. The centres upon which the services have been based are towns in which 


there is a base hospital. The doctor, aircraft and receiving wireless station are all 
based in the town. 


The procedure of calling a doctor is quite simple. The wireless station is on 
watch for the whole of the 24 hours. Though used for other purposes, medical calls 
are given priority. Each homestead is fitted with a medicine chest, the drugs being 
numbered to facilitate treatment by a wireless call. Hence all minor ailments can 
be treated over the air, but the doctor flies to all serious cases. The radius of opera- 
tions is usually 400-500 miles. This service has saved very many mothers and babies 
through being able to transport patients to hospital where operative facilities often 
prevent a tragedy. The sense of security engendered by the presence of the service is 
its own reward and statistics show that the birth rate has increased in these outback 


settlements as a result of the knowledge that a doctor and a trained midwife are 
available. 


The Aboriginal Settlements of Northern Territory and the West are not for- 
gotten no more than those of the adjoining islands, and even the leper settlement. 


All of these come within the scope of adminstration of the professional midwife in 
Australia. 


Much of the service in these areas is provided by various religious denominations 
all of which employ trained midwives. 


Catholic Missionary Sisters who are midwives have recently opened hospitals 
in Papua and New Guinea. 


At the invitation of the Government, ‘ Sisters of the Sacred Heart’ have taken 
charge of Channel Island Leper Settlement. Their members are trained in General 
and Midwifery Nursing and do wonderful work in this colony, where the children 
are able to receive from birth, every modern treatment known to science in its effort 
to combat the pitiful disease of their parents. 


The Australian Inland Mission (inaugurated by the Presbyterian Church) 
requires that the Sisters who join these Hospitals, usually under a two year contract 
in Central and Western Australia, hold a midwife’s certificate. 


Much has been done in educating the aboriginal women at these centres. 
Mothercraft lessons are held for them and many are willing to adopt the improved 


conditions of the white man, even if they do suddenly decide to go for a “ walkabout ” 
now and then. 


In conclusion, I would like to mention the work of the Midwives in our small 
Training Schools. 


Those in charge of these institutions have the double responsibility of adminis- 
tration and teaching and the Matron is usually called upon to perform this duty. 
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The Ward Sister as well as the Labour Ward Sister, are her allies, and their 


combined efforts give the students every opportunity to be proficient in their work 
at the end of their twelve months course. 


It is the Matron’s duty to see that pupil midwives attend demonstrations at the 
ante-natal clinics, learn palpation, auscultation, labour ward technique, preparation 
and delivery of patient, hygiene, nursery work, management of babies, etc., etc., and 
not forgetting the lectures which take up a large part of her time. 

Trainees, as a rule, already hold a General Nursing Certificate, but the Regis- 


tration Board does allow those who are not nurses to do a two years course in 
midwifery. 


These country training centres encourage girls, who wish to do a midwives 


course, and yet are not prepared to live the hundreds of miles from home which the 
training in city hospitals necessitates. 


The products of these smaller schools are a tribute to the Matrons, who achieve 
the colossal task of filling the role of both tutor and Matron. 


It has been said that mothers co-operate with God in His work of creation when 
they bear a child; but what of those who give their services to these mothers, encoura- 
ging them and helping them in their grand work of creation, and in the training 
of the future citizens of our great Commonwealth. We hope that side by side with 


advances in science and medicine, and the wider scope of obstetric training, more 
nurses will make midwifery their career. 





Schwesternschule der Universitat Heidelburg 


FRAU OBERIN OLGA VON LERSNER 


Gerne folgen wir der Aufforderung des ICN iiber die Entstehung, Aufgabe, 
Aufbau und Ziel unserer Schwesternschule zu berichten. 


VORGESCHICHTE: 


Im Jahre 1946 besuchte auf Anregung von Miss Murray, der leitenden Schwester 
fiir Gesundheitspflege bei der amerik. Besatzungsarmee, Dr. Bauer, v.d. Europa-Biiro- 
Paris, Rockefeller Foundation-New York, die seit Jahrzehnten bestehende Kranken- 
pflegeschule an den Heidelberger Akademischen Krankenanstalten. 


Zweck des Besuches war das Anerbieten einer Beihilfe zur Forderug der Schule. 
Man einigte sich darauf, dass ein Schiilerinnenheim die dringendste Notwendigkeit 
war, deren die Schule bedurfte. Die Schiilerinnen hatten bisher, je nach Einsatz in 
das jeweilige Arbeitsfeld, alle paar Wochen oder Monate umziehen miissen, lebten mehr 
oder weniger getrennt von den Kurskolleginnen und dadurch auch ausserhalb 
jeglicher Fiihrung oder Betreuung der Kursleiterin oder Lehrchwester, die sie nur 
im theoretischen Unterricht noch trafen. 


Dr. Bauer besuchte ebenfalls den Rektor der Universitat, damals vertreten durch 
Prof. Bauer, Direktor der Chir. Univ. Klinik, Heidelberg, um anzufragen ob 
Bereitwilligkeit bestehe, eine Schwesternschule als Universitats-Institut aufzunehmen; 
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ein solches diirfe dann bereitwilliger Foérderung durch die Stiftung versichert sein. 
Rektor und Senat sprachen ihre volle Zustimmung zu diesem Vorhaben aus. 
Der neuen Schule sollte dadurch die Méglichkeit gegeben werden, im vollen Sinne 
Schule sein zu kénnen und die an ihr Lernenden das Recht erhalten Schiilerinnen zu 
sein. Daher galt es, dem Institut einen eignen Etat zu geben um es von der bisherigen 
Gebundenheit zum Krankenhaus als seinem Trager zu losen. Die Schule musste ausser- 
dem geniigend hauptamtliche Lehrkrafte erhalten, um fiir jedes Fachgebiet die 
pflegerische theoretische und praktische Anweisung am Krankenbett und im Lehrsaal 
in die gleiche Hand zu legen um sinnvoll zu erganzen. 


Die Rockefeller Foundation verpflichtete sich, die von der Mediz. Fakultat, an 
welche die Schule angeschlossen werden sollte, iiber den Rektor vorzuschlagende Oberin 
und Lehrschwestern zu Jahresstudien auszuschicken und diesen Stipendien zu 
gewahren. Es wurde vereinbart, dass ein 6-monatiges Praktikum an der Medizin. 
Univ. Klinik der Aussendung vorausgehen solle, um die menschliche und fachliche 
Eignung der Bewerberin fiir das Lehramt zu erproben. Dies zeigte sich nicht zuletzt 
aus Griinden der Sicherung einer spateren guten Zusammenarbeit mit den Klinik- 
schwestern als weise Massnahme. 


KOSTENTRAGER DES BAUEs: 


Es wurde vereinbart, dass aus dem McCloy-Fond die Halfte der Bausumme 
gegeben werde, sobald das Land Nord-Wiirttemberg-Nord-Baden die andere Halfte der 
Baukosten sicher gestellt habe. Ferner erklarte sich die Rockefeller-Foundation bereit, 
alle zu Schulzwecken nétigen Raume einzurichten (Lehrsaile, Demonstrationsraum, 
Labor, Bibliothek, Gymnastiksaal, Lehr-Diatkiiche, Biiros der Lehrerinnen). Fiir 
Lehrmittle, Biicher, sowie fiir Reisen, die zur Fortbildung der Lehrschwestern dienen 
sollten, wurde eine weitere Summe zugesichert, die nach Ablauf von 3 Jahren 
verausgabt sein musste. 


Das Land Nord-Baden wollte die Einrichtung aller Unterbringungsraume fiir 
Lehrerinnen u. Schiilerinnen, sowie das Hauspersonal und fiir alle Aufenthaltsraume 
iibernehmen. Es sollten ca 70 Schiilerinnen in 54 Einzel-u.8 Doppelzimmern untergeb- 
racht werden kénnen. 


Da durch die noch nicht erfolgte Wahrungsreform fiir die deutsche Kostentrager 
solche Plane noch nicht ausfiihrbar waren, wurde mit der Assuendung der Lehr- 
schwestern durch Stipendien der R.F. begonnen. Im Sommer 1948 fuhr die Oberin der 
Schule zu einem 2-Semester dauernden Lehrgang an die Schwesternschule der Univ. 
Toronto/Canada. Nach dessen Abschluss wurde eine 6-wéchige Beobachtungsperiode 
an der Schule der Yale-Universitat, ein mehrtaégiger Besuch am Public Health Centre, 
Washington, eine Einfiihrung in die Arbeit u.die Methoden der Visiting Nurse in New- 
Haven und die Besichtigung verschiedener Einrichtungen der Amerikanischen Schwe- 
sternorganisation in New York angeschlossen. Auf der Riickreise wurde grossziigiger- 
weise noch die Besichtigung schwedischer Schulen in Géteborg u.Stockholm in10- 
tagigem Aufenthalt durch die Rockefeller-Stiftung u.die Gastfreundschaft der Schwed. 
Schwestern erméglicht. 


Weitere Stipendien wurden in den folgenden Jahren von der R.F. gewahrt an die 
Vertreterin der Schuloberin, Susanne Sonntag, welche ausserdem fiir Chirurgische 
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Pflege ausgebildet wurde; an Ursula Kroeber in Geisteskrankenpflege und Mental 
Health, beiden an der Universitat Toronto; fiir Public Health an Liselotte Geibel an 
der Yale Universitat New-Haven; fiir Kinderpflege an Antje Grauhan an der Uni- 
versitat Chicago. Die Schwedische Schewesternorganisation gewahrte ein 214-jahriges 


Stipendium fiir das Lehramt in Medizinischer Pflege und Diatkiiche an Dorothea 
Krceber. 


Im August 1949 waren die Bauvorhaben noch nicht durchfiihrbar, es wurde aber 
mit der Aufstellung der Kostenvorschlage fiir Bau und Einrich tung und mit der 
Aufstellung der Lehrpliane fur eine 3-jaéhrige Ausbildungszeit begonnen. 
Daneben wurde der Versuch unternommen, schrittweise die bisherige Schule zu 
modernisieren. Es war das interessanteste Experiment, weil in aller Ruhe, ohne im 
Rampenlicht der Kritik zu stehen, entwickelt werden konnte in welchem Masse eine an 
ein Krankenhaus angeschlossene Schule gefoérdert werden kann. Die eigenen Erwar- 
tungen sind weit iibertroffen worden. Es bleibt ein grosses Ratsel, warum von deutscher 
Schwesternseite niemals nach dem Stand und den Ergebnissen dieser Entwicklung 
gefragt worden ist, welche dem Schultrager keine wesentlichen Kosten gebracht hat 
(also der Krankenhausverwaltung). Sie ware gewiss an zahlreichen andern Schulen auch 
moéglich geworden. Wir kénnen nur annehmen, dass die von zahlreichen Schwestern- 
verbanden ausgedriickte starke Ablehnung der geplanten Wege der neuen Schule, die 
fiir deutsche Verhaltnisse ungeeignet gehalten wurden, auch den Blick fiir die Ande- 
rungen an bestehenden Schulen triibte. Nicht ohne tiefes Bedauern haben wir die alte 
Schule aufhéren sehen, es hatte uns lohnend geschienen weiter zu experimentieren 


und Seite an Seite mit der Universitatsschule auch die alte aufbauend weiterformen 
zu konnen. 


Aufbau 


Der Schule steht ein Direktorium vor, welches aus 4 Professoren der Medizini- 
schen Fakultat, der Oberin der Schule und dem Verwaltungsdirektor der Universitits- 
klinken besteht. Als beratender Korper wurde ihr ein Kuratorium gegeben dem 25 
Personen, darunter der Rektor der Universitat, der Dekan der Mediz. Fakultat, 
Vertreter aus dem Kultministerium und aus der Gesundheitsabteilung der Inneren 
Verwaltung der Oberbiirgermeister der Stadt Heidelberg und Personlichkeiten aus 
dem offentlichen Leben, mehrfach auch Frauen, sowie Vertreterinnen von 2 Schwestern- 
verbinden, deren Mitglieder aktives und wohlwollendes Interesse zeigen, angehoren. 
Die Mutterhausverbande haben leider der Aufforderung zur Kuratoriumsmitgliedschaft 
Absage erteilt. 


Der Bau der Schule konnte im November 1951 begonnen werden und die Ein- 
weihung und Eréffnung der Schule fand im Mai 1953 statt. Voll Dankbarkeit konnen 
wir auf die nahezu abgeschlossenen 2 Jahre zuriickblicken, Der Weg war, trotz aller 


harten Arbeit, leichter als er uns anfanglich erscheinen musste. Wir konnen zuversicht- 
lich in die Zukunft sehen 


Zweck der Schule 


Der Zweck der Schule war in erster Linie von iiberalterten Ansichten und den 
seelisch und kérperlich gleichermassen Uberbelastungen der Krankenpflegeschiilerinnen 
durch ihr Eingespanntsein in den ganzen Tagesablauf einer Station abzuriicken. Es 
galt der Schiilerin Lern=und Unterrichtsméglichkeiten zu schaffen, die fiir andere 
gehobene Frauenberufe langst selbstverstaéndlich waren. Es musste gesiebt werden 
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zwischen echtem Traditionsgut u.falschlich als solchem angesehenen festgefahrener 
Routinearbeit. Zur Forderung der eignen Persénlichkeitsentwicklung und Festigung 
mussten allgemein bildende Facher im Lehrplan eingebaut werden. Die Teilnahme an 
Seminaren, das Halten von Referaten, Ausbau von Arbeitsgemeinschaften und aktive 
Teilnahme in den Studentengemeinden und am Studium Generale, sollte die Schiilerin 
fordern und zu logischem Denken und Folgern, zu freiem, sachlichen Vortrag und 
zum Bewusstwerden der Verantwortung als Mitbiirgerin erziehen. 


Unkosten f.d. Schiilerin 


Durch die Loslésung vom Krankenhaus wurden die Schiilerinnen zusdtzliche 
Arbeitskrafte auf den Stationen. Sie erhielten aber nunmehr kein Taschengeld von 
dem Krankenhaus. Die Schiilerinnen miissen ein monatliches Schulegeld von DM.50-— 
und eine Zimmermiete von 18.50 fiir das Einzelzimmer u.15.50 fiir das Doppelzimmer 
zahlen. Die von der Schule entworfene Schultracht, die am Krankenbett, in der 
Gemeinde-u. Werkarbeit getragen wird, muss ebenfalls iiber die Schule selbst beschafft 
werden. Als Gegenleistung fiir die von der Schiilerin geleisteten tatsachlichen Pflege- 
arbeit an den Kranken der Anstalt erhalt sie freie Verpflegung und die Reinigung der 
Dienstkleidung. Auf je 5 Schiilerinnen kann ein Freiplatz gewahrt werden. In diesem ist 
die Beschaffung der Tracht und das Taschengeld nicht inbegriffen. —Die Nachfrage 
und die Zahl der Bewerbungen bei sehr gutem Niveau ist iiber Erwarten gross. Die 
Anmeldungen kommen aus dem ganzen Bundesgebiet, einschliesslich Berlin, und 
umschliessen bereits Bewerbungen fiir den Kurs von Ostern 1956. Der Kurs von 1955 
ist seit Wochen besetzt. Die Schiilerin hat, einschliesslich theoretischen Unterrichts, 
einen 8-Stundentag, Hin -u.Herweg zum Arbeitsfeld nicht eingeschlossen. Es ist ein 
voller Studientag in der Woche und das Wochenende stets frei. Urlaubszeit im Jahr 
ist 4 Wochen. An Weihnachten oder Neujahr wird im Wechsel eine 6-tagige 
Urlaubszeit gewahrt, der in dieser Zeit in der Arbeit stehende Teil der Schiilerinnen 
arbeitet wahrend dieser Zeit ganztagig auf den Stationen um auf diese Weise wahrend 
der Festzeit den Schwestern des Krankenhauses Entlastung zu bringen. Dies wurde 
als wirkliche Hilfe von den Abteilungen empfunden. 


Lehrplan des 1. u.2. Jahres. 


Der Lehrplan sieht eine 14-wéchige vorklinische Zeit vor, in welcher Anatomie, 
Physiologie des gesunden Menschen, Hygiene, Bakteriologie Grundeinfiihrung in die 


Psychologie, Psychologie der Lebensalter, Ernahrungslehre, Aufgaben, Ziele und Ethik 
des Berufes gelehrt werden. 


In diese Zeit fallen wahrend der letzten 6 Wochen je 3 Wochen 14% Tagesarbeit in 
einem Kindergarten und Altersheim. (Anstalten der Stadt oder der freien Wohlfahrt) 
Wir méchten sie lehren, auf diese Weise gesunden, aber noch nicht oder nicht mehr 
ganz selbstandigen Menschen unauffallig Hilfe zu geben, ohne dass sie ververletzend 
empfunden wird und ohne dass sie stets erst erbeten werden muss. Dadurch hoffen 
wir die Beobachtungsgabe zu entwickeln fiir die spatere Arbeit im Krankenhaus oder 
in der Gemeinde und gleichermassen soziale Probleme vor die Schiilerin zu bringen 
und sie damit zum Nachdenken anzuregen wie und womit sie zu ihrem Teil zu deren 
Behebung beitragen kann. Nur eine kleine Anzahl von Altchen sind der einzelnen 
Schiilerin zugeteilt. Die Altchen nennen die Zeit in der die Schiilerinnen eingesetzt 
sind ihre “Ferien.” In diese Periode fallt der Beginn der Fiihrung von Tagebiichern, 
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in die die Lehrschwestern und die Oberin ab und an einsehen, es folgt dann eine Bespre- 
chung mit der einzelnen Schiilerin im Biro. Nicht nur die Schiilerin, sondern auch 


wir Lehrschwestern lernen ganz beachtlich aus diesen Niederschriften und Diskus- 
sionen. 


Wahrend der Vorkurszeit, Hand in Hand mit den Vorlesungen des Prefessors fiir 
Hygiene fallen Fiihrungen durch die Milchverwertungs zentrale der Molkerei Heidel- 
berg, vom Tiefbauamt an Quell-und Klaranlagen, in der Tiefkiihlanstalt. Nach Absch- 
luss der Psychologie-Vorlesungen folgen Fiihrungen im Wielandheim fiir Korperbe- 


hinderte und in der Taubstummenschule, dort konnen sie am Unterricht der verschie- 
denen Klassen teilnehmen. 


Nach jeder von einem Dozenten abgeschlossenen Vorlesungsserie haben wir auf 
deren Vorschlag, miindliche, schriftliche Priifungen oder eine schriftliche Arbeit einge- 
setzt, die schriftlichen Priifungen und Arbeiten werden von den Dozenten bewertet, bei 
den miindlichen sind die jeweilige Lehrschwester u.die Oberin bei der Zensierung 
beteiligt. Wir selbst geben unsere eignen schriftlichen Priifungen. Die Anforderungen 
der Dozenten sind hohe. Die Form der Priifung haben wir aber mitunter abgewandelt, 
dies vor allem im ersten halben Jahr, wenn wir Furcht vor der Priifung wahrgenom- 
men haben. Dann wurde eine in Form eines Seminars oder einer Arbeitsgemeinschaft 
abgehalten. Die Arzte der Kliniken haben zu Unterrichtszwecken klinische Visiten auf 
den Stationen oder Besprechungen im dortigen Dienstzimmer iiher bes. Kranken oder 
Verhalten von Kranken eingefiihrt zu unserer grossen Freude, zumal aber der der 
Schiilerinnen. Die medizinischen und pflegerischen Massnahmen sind heute so kom- 
pliziert geworden, dass die gewissenhafte Beobachtung seitens der Schwester nur sinn- 
voll und zur vollen Sicherheit des Kranken geschehen kann, wenn bestfundierte Kennt- 
nisse vorliegen. Durch den Unterricht in Psychologie und spater in Paedagogik hoffen 
wir zeitig in der Schiilerin die Gabe zu wecken die Menschen, auch die Mitarbeiter so 
zu nehmen wie sie nun eben sind und sich nach Moglichkeit anzupassen, oder unauf- 
fallig zu lenken. Sie soll dadurch einmal mithelfen kénnen Arbeitsklima und Genesungs- 
klima vorteilvorteilhaft und fordernd zu gestalten. Der Lehrplan welcher 3 Jahre 
umfasst, also mehr als das immer noch geltende Gessetz, welches sich mit 2 Jahren und 
einem praktischen Jahr begniigt, zwingt uns die Priifung auf den Schluss des zweiten 
Jahres zu legen. Wir haben erfahren dass dies keineswegs ungiinstig ist, wenn ein 
Teil der Priifungen jedenfalls auf das zweite Jahr gelegt werden, wie dies auch in 
Oesterreich geschieht, um fiir die Facher des dritten Jahres mehr Zeit zum Lernen zu 
gewinnen. Anatomie und Physiologie sowie die Krankheitslehre der Gebiete, die sie 
bereits gepflegt haben, wiirden in der Priifung des zweiten Jahres abgenommen werden 
kénnen und auch zur Gemiitsruhe des Priiflings beitragen helfen. 


Lehrplan 3. Jahr. 


Am Schluss des zweiten Jahres wird ebenfalls ein Praktikum von 5 Wochen in 
Gemeindearbeit gegeben. Eine langere Zeit in diesem Gebiet folgt dann im dritten Jahr, 
in welchem ebenfalls ein Praktikum in Werkpflege gegeben werden kann. Eine prak- 
tische Zeit wird ebenfalls in diesem Jahr in der Pflege orthopadisch Kranker und auf 
der Polio-Abteilung vorgesehen, gleichzeitig mit einem sehr umfassenden Unterricht 
in Krankheitslehre, Verhiitung, Vorsorge, Beratung und Rehabilitation gegeben, dem 
eine Priifung, miindlich und schriftlich, sich anschliesst. Ausserdem wereden gesund- 
heitspflegerische Gebiete besucht, praktische und theoretische Einfiihrung gegeben in 
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der die Fiirsorgerinnen vor allem fiir Geisteskrankenfiirsorge in der nachgehenden Ar- 
beit die Schiilerinnen unterweist und mitnimmt. Es soll der Schiilerin die Notwendigkeit 
rechtzeitiger und verstandnisvoller Uberweisung an Vertreterinnen dieses Berufes 
gezeigt werden, die dem Wohl des Patienten dient. Die Stadt Heidelberg und das 
Gesundheitsamt haben uns hier bereitwillige Hilfe gegeben. Alle Arbeitsgebiete wurden 
uns freundlichst gedffnet, wir haben von den Leitern u.Stationsarzten der Krankenan- 
stalten, den Arzten der Stadtpraxis, von Kirchen und Behdérden grossziigigste u.weit- 
gehende Foérderung und Unterstiitzung bei beachtlichem Interesse gefunden. Vorne 
an hat aber dies uns stets wieder erneut die Universitat erwiesen. Den Schiilerinnen 
des 3 Jahres (seit Herbst 54 und einer Gruppe Schiilerinnen die ein Fortbildungsjahr 
hier absolviert wurde die Teilnahme an folgenden Vorlesungen mit andern Studenten 
gewahrt: Geschichte der Neueren Philosophie (ab 17. Jahrh.) 

Einfiihrung in die Volkerpsychologie 

Einfiihrung in juristische Grundbegriffe 

Familienrecht 


Entstehung u.Ausweitung der sozialen Frage in Deutschland. 


Ausserdem sind in der Schule wéchentliche Vorlesungen in Padagogik (Ge- 
schichte und die neuen Wege derselben) 


Hierin wird vom Padagogischen Seminar eine Arbeit verlangt, deren Thema die 
Schiilerin sich aus 8 gestellten wahlen kann. Zensierung und Bewertung behilt sich 
der Leiter des Padagog. Seminars an der Philosophischen Fakultat selber vor. 


Die Schiilerinnen des 3. Jahres erhalten ausfiihrlich die Geschichte der Kranken- 
pflege, soweit sie nicht Schiilerinnen dieser Schule sind und alle Unterricht in Berufsfra- 
gen. Sie miissen ebenfallls hier in freier Wahl zwischen verschiedenen Themen eine 
Arbeit schreiben. Sei es iiber Stationsplanung oder sonst einem aktuellen Problem. 
Ferner erhalten sie mehrere Wochen Anleitung im Unterricht junger Schiilerinnen am 


Krankenbett, im Vorkurs im Unterricht von Pflegeitibungen im Demonstrationsraum 
und auch im Lehrsaal. 


Auslese 
Das Ausleseprinzip wird sehr ernst genommen. 
(a) bei der Durchsicht der Bewerbungspapiere. 
(b) wahrend der vorgeschriebenen ersten 6 Probemonate. 
Wir haben 2 Schiilerinnen wegen fehlender Begabung fiir dieses Pensum hier 


entlassen, nach gegenseitiger freundlicher Vereinbarung und eine weitere wegen feh- 
lender menschlicher Gaben, intelligenzmassig war sie hoch begabt. 


Wir konnen dies bedenkenlos tun, da wir geniigend Bewerbungen haben und keine 
Verpflichtung einer Stationsbesetzung. Ein solcher Schritt wird aber genau gepriift, 
mit der Schiilerin ernsthaft besprochen, desgleichen mit den Eltern, und auch vorge- 
schlagen evtl. die Probezeit unverbindlich zu verlangern. 


Fortbildung 


Zahlreich sind die Fragen um Fortbildungskurse. Es wurden daher bis her 3 
Kurzlehrgange (refresher-courses) gegeben. Nachdem im Oktober 1954 zwei weitere 
Lehrschwestern von der Ausbildung zuriickkamen und die Arbeit an der Schule iiber- 
nommen haben und wir hoffen 1955 eine 7. und letzte Lehrschwester zu erhalten, 
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haben wir geplant mit langeren Fortbildungskursen von 3-6-und 12 Monaten zu be- 
ginnen, fiir leitende und Lehrschwestern. Unter leitenden Schwestern verstehen wir 
bereits Stationsschwestern, Gemeindeschwestern und Oberschwestern. 

Zahlreiche Besuche vom In-und besonders Ausland sind der Schule in diesen 
beiden ersten Jahren geworden. Von Japan war die Vertreterin aus dem Gesundheits- 
ministerium fiir 8 Tage hier, da dort eine Universitatsschule gegriindet wurde. Aus 
dem gleichen Zweck kammen zwei Schwestern aus Oulu, Finnland, von der Schwestern- 
organisation von Finnland geschickt, die ebenfalls eine solche Schule itibernehmen 
werden. England—Amerika—Schweden—Deutsche Schweiz und Australien haben 
zahlreiche Schwestern oder eine Vertreterin einer Schule geschickt. Die deutsche 
Schweiz eine Unterrichtsschwester welche 4 Wochen an der hiesigen Schule hospitiert 
hat. Auch fiir uns sind diese Gaste und der Austausch mit ihnen bereichernd und vor 
allem stossen hier die Schiilerinnen mit brenndem Interesse vor und bitten um Inter- 
views, die ihnen gerne gewahrt werden. 

Jeder Schiilerinnenkurs hat sich seine zwei Sprecherinnen gewahlt. Gemeinsam 
haben sie dann eine Hausordnung ausgearbeitet und zur Begutachtung vorgelegt. Die 
Sprecherinnen sind verantwortlich fiir die Einhaltung, es bedarf von unserer Seite 
kaum eine Mahnung. Die Schiilerinnen haben ausserdem kurz vor Beginn eines 
neuen Kurses sich stets im Biiro die Anschriften geben lassen und dann jeweils ein 
“ Patenkind ” iibernommen, dem sie schreiben, mitteilen was wiinschenswert ist dass 
man sich mitbringt fiir sein Zimmer, und die sie dann auch nach Anmeldung der 
Ankunftszeit am Bahnhof abholen und in die Schule bringen. Die ersten Tage wird 
meist die Patin dann noch bendtigt, danach erlischt dann das Bediirfnis nach Stiitze. 

Wir sehen immer deutlicher wie sehr wichtig es ist Jugend zur eignen Verantwor- 
tung und zur Selbstverwaltung zu erziehen und wie spielend es so gerlernt wird, unter 
Wahrung eines frohen und vertrauensvollen Geistes. 





The Heidelberg University School of Nursing 
by 
MISS OLGA von LERSNER 
Director of Nursing Education 


Introduction 


In 1946, Dr. Bauer, of the European Office of the Rockefeller Foundation (New 
York), visited the nurses’ training school, founded several decades ago and attached 
to the hospitals of Heidelberg University. 

The visit had for its object to offer assistance to the school. It was agreed that 
the most pressing need was for a student-nurses’ home. At that time, the students had 
to move every few weeks or months, with every change in their work. They lived more 
or less apart from their colleagues and were deprived, in their work, of the guidance 
of their instructors whom they saw only at the courses relating to theoretical studies. 
Dr. Bauer also conferred with the Rector of Heidelberg University, then represented 
by Professor Bauer, Director of the Heidelberg University surgical hospital, in order 
to find out if the University would be willing to include within its framework a School 
of Nursing as one of its colleges. If so, the Rockefeller Foundation would lend such a 
school its willing support. The Rector and the Senate fully agreed to this proposal. 
The new school was thus to enjoy the possibility of becoming an academic institute 
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and its students would have true student status. This meant that the institute would 
have a status of its own and would no longer be dependent on the hospital for support. 
Moreover, the school should have sufficient qualified teaching staff to be in a position 
to entrust to the same person’s care, both the theoretical and the practical tuition, i.e. 
in the lecture-room as well as by the bedside of the patient, so as to achieve rational 
results. 


The Rockefeller Foundation undertook to give one year’s scholarships to the 
matron and nurse-instructors recommended by the Faculty of Medicine (to which 
the school was to be attached) and by the Rector of the University. It was agreed that 
before departing for their scholarship studies these nurses should have six months 
clinical experience at a University clinic, so that their human qualities and profes- 
sional aptitudes could be tested. This measure proved to be excellent from many 


points of view, including that of good co-operation with the nurses of the University 
Clinics. 


Provision of construction junds: 
Aid granted by the Rockefeller Foundation for furnishing 


It was agreed that half the cost of construction would be met by the McCloy 
Fund, as soon as the other half had been secured from the state of Nord Wurttemburg- 
Nord-Baden. The Rockefeller Foundation declared itself ready to furnish all the 
necessary rooms (lecture-halls, demonstration rooms, laboratories, library, gymna- 
sium, diet kitchen and the school offices). A further sum, to be spent within three 


years, was allocated for teaching materials, books and travel expenses necessary for 
the education of the student nurses. 


Furnishing Costs to be borne by German sponsors 


The State of Nord Baden wished to furnish all the living quarters for the in- 
structors, students and domestic staff, as well as the lounges. The plan was to provide 
for 54 single and eight double bedrooms to accomodate 70 students. Since the Ger- 
man sponsors could not yet fulfil their commitments in view of an impending mone- 
tary stabilization, the prospective nurse-instructors were sent out on their various 
studies, thanks to scholarships provided by the Rockefeller Foundation. In the sum- 
mer of 1948, the Director of the school departed for a study period of one year at 
the University of Toronto (Canada). To this were added six weeks observation at 
Yale University, a visit of several days at the Washington Public Health Centre, an 
introductory course to the work and the work-methods of the visiting nurse, at New- 
haven, and visits to various sections of the American Nurses’ Association in New 
York. On the way back, she paid a ten days’ visit to Schools of Nursing in Goteborg 
and Stockholm, Sweden, thanks to the generosity of the Rockefeller Foundation and 
the hospitality of the Swedish nurses. 


Scholarships 


In the following year, the Rockefeller Foundation granted further scholarships 
to Susanne Sonntag, the Deputy-Director, and to Ursula Kroeber, for surgical train- 
ing and for mental nursing and mental health respectively, both at the University of 
Toronto. Liselotte Geibel was awarded a scholarship for the study of public health 
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nursing at Yale University and Antje Grauhan a scholarship to study child care at the 
University of Chicago. The Swedish nurses’ association gave a 24% year scholarship to 
Dorothea Kroeber for preparation in the teaching of medical care and dietetics. 


In August, 1949 it was still not possible to proceed with the plans for construc- 
tion but estimates were prepared for building and furnishing and a three year teach- 
ing plan was prepared. At the same time an attempt was made to modernise the 
existing school by stages. This was a most interesting experiment; indeed, far from 
the limelight of criticism it was possible to ascertain undisturbed, whether it was 
feasible to conduct a training school which was annexed to a hospital. The results 
were favourable beyond expectation. It is not understandable, therefore, why German 
nurses did not show any interest in this development, as the students were never in- 
volved in any expenses (these were paid by the Hospital). The experiment could 
surely be repeated in other schools. It can only be assumed that the strong reluctance 
on the part of numerous nurses’ associations to adopt the plans laid down for the 
new school, which they thought, did not fit the German environment, blinded them to 
the possibility of improving existing ones. It was not without regret that we witnessed 
the disappearance of the old school after the University school was set up, for we 
thought that it would have been worth while to continue a parallel experiment by 
pursuing the modernization of the former. 


The Schools’ Constitution 


The school is run by a directorate of four Professors of the Faculty of Medicine, 
the Director of the school and the Executive Director of the University Clinics. It 
is assisted by a Consultative Council of 25 trustees, including the Rector of the 
University, the Dean of the School of Medicine, representatives of the Ministry of 
Education and ef the Health Department, personalities from public life—many of them 
women—as well as a representative of two nurses’ associations whose members showed 
active interest in the undertaking. The Motherhouse associations have unfortunately 
declined the invitation to take part in the Council of trustees. 


Construction of the school buildings was started in November, 1951; the school 
was inaugurated and opened in May, 1953. We can look back with gratification at the 
period of almost two years, now lapsed. Despite hard work, the task proved lighter 
than was at first imagined, and we can look forward to the future with confidence. 


The School’s Objectives: 


The school had for its primary objective to free the student nurses from outworn 
conceptions and from the physical and mental strain of a whole day’s tense work in 
hospital. It was intended to give the students the tuition and possibilities of learning 
which in other feminine professions have been taken for granted long ago. It was 
necessary to distinguish between real values of the traditional approach and deep- 
rooted routine falsely considered as of value. In order to develop the genuine per- 
sonality of each and to obtain lasting results, it was necessary to include in the 
curriculum subjects of general culture. Participation in seminars, the preparation of 
reports, formation of communal study groups, active participation in students’ associa- 
tions and in the students’ general studies was meant to foster the students’ interest, 
to accustom her to think logically, to express herself freely and in a business-like 
manner and to become aware of the responsibilities of citizenship. 
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Students’ Expenses: 


As the students were not considered as staff of the hospital they became available 
as an additional working force. But they no longer received the pocket-money which 
the hospital used to pay them. They had to pay 50 DM as tuition fees 18.50 DM rent 
for a single, and 15.50 DM for a double room. The school uniform which is worn in 
the hospital, in the nurses’ home and during the theoretical courses, must be acquired 
from the school at the student’s expense. By way of compensation for actual nursing 
performed by students at the clinic, they received free board and their uniform 
was cleaned free of charge. One out of every six students can benefit by free tuition, 
excluding pocket-money and uniform. The number of enquiries and applications is 
higher than expected despite the high standard set. The applications originate from 
all parts of the Federal Republic, including Berlin. Applications have already been 
received for the Spring term of 1956. The student works eight hours a day, theoreti- 
cal tuition included, excluding travel time. One day of the week and the week-end 
are always free. There are four weeks vacation per year. Six days leave are given at 
Christmas, or alternatively at the New Year. The student nurses who remain at work 
during this period are assigned exclusively to the Clinic so as to relieve the hospital 
nurses during their holidays. The various hospital wards concerned found this 
arrangement of real assistance. 


1st and 2nd Year Programme of Studies 


The curriculum comprises a fourteen weeks pre-clinical training period devoted 
to the study of anatomy and physiology, personal hygiene, bacteriology, an intro- 
duction to psychology, the psychology of age groups, nutrition, and the study of the 
tasks, objectives and ethics of the profession. During the last six weeks of the period, 
the student spends half a day for three weeks in the Kindergarten and the same period 
in a home for the aged (either municipal or a private institution). It is hoped that in 
this way the student will learn to help healthy people—that is to say, people who are 
not yet, or are no longer able to stand by themselves—in a way that will give no 
offence. The student may thus develop, we trust, the power of observation, necessary 
for work either in hospital or in the community. At the same time it is hoped to make 
her aware of social problems and help her to devise ways of alleviating them. 
Only a small number of the aged are entrusted to each student and their patients call 
this period their “ holidays.” A start is made with keeping diaries during this period, 
the diaries being perused from time to time by the instructors or by the Director, who 
later discuss it individually with each student. These notes and subsequent discussions 
are profitable not only to the student but also to the instructors. 


Visits to the central dairy products plant of Heidelberg and to the underground 
spring water, water purification and refrigeration plants, are arranged at the begin- 
ning of the courses, in conjuction with the lectures of the Professor of Hygiene. On 
completion of the course in psychology, there follow visits to the Wieland home for 
‘the physically handicapped and to the school for the deaf and dumb, where the 
students may take part in the instruction of various classes. 


On completion of the series of lectures delivered by the various deans the students 
are made to sit (on the recommendation of the dean concerned), either for an oral 
or for a written examination or are given a dissertation to write. The valuation of 
the written tests is left to the dean, while the instructors and the Director attend the 
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ioral tests. The deans set high requirements but the form of the examination has 
been completely altered, particularly with regard to the courses given during the 
first half year, so as to obviate “ examination fever.” One test takes the form of a 
collective seminar. To our great satisfaction and to that of the students, instructive 
visits to clinics have been arranged by the hospital doctors; specific cases are then 
discussed on the spot. Medical care and nursing is nowadays so complex that the 
nurse must possess firm knowledge if she is to give rational attention to the patient, 
without endangering his well-being. First, the courses in psychology and later those 
of pedagogy are intended to awaken in good time the student’s ability to take people 
(including colleagues) as they are, and to make every effort to adapt themselves. At 
the same time, the nurse must be able to help create an atmosphere that is favourable 
to work. The three years curriculum (a curriculum that is fuller, therefore, than that 
required by the still accepted two year course and one year apprenticeship) compels 
us to set the final examination on completion of the second year’s courses. Experience 
has shown that it is not unprofitable to set part of the examinations at the end of the 
second year (as is the practice in Austria) so as to give the students more time to 
master the subjects taught in the third year. Anatomy, physiology and the pathology 
of illnesses with which the students have become acquainted through practice, can be 
disposed of during the examinations of the second year, thus contributing to the peace 
of mind of the students. Five weeks field experience in community nursing are part 
of the requirements at the end of the second year. A longer period of practical 
experience is provided for during the third year’s studies. 


Programme of the Third Year 


Practical experience in the orthopaedic and polic divisions is gained during the 
third year, together with comprehensive teaching of pathology, protective and pre- 
ventive measures, advice and rehabilitation, ending with oral and written exam- 
inations. A practical and theoretical introduction to the various fields of therapy is 
also provided for. During the subsequent work periods, welfare officers accompany 
and advise the students, particularly when dealing with cases of mental disturbance. 
The students must be shown the necessity of applying professional care, intelligently 
and in good time. In this respect we have benefited by the ready assistance of the 
Municipality of Heidelberg and of its Health Services. The head doctors of various 
hospital wards, town doctors, the Churches and the authorities have given us great 
encouragement and support in a spirit of obvious sympathy, showing that they were 
interested in our efforts, and all fields of endeavour have been thrown open to us. The 
University, above all, has given us ever renewed proof of its constant interest. The 
third year students (since the autumn of 1954) and a group of students who completed 


a year of preliminary studies were allowed to attend lectures in the following subjects 
provided for other students: 


History of modern psychology (from the 17th century onward); 
Introduction to national psychology; 

Introduction to the fundamentals of law; 

Family law; 

Emergence and development of social problems in Germany. 


Moreover the school provides weekly lectures in pedagogy (history of pedagogy 
and new methods) and a dissertation on one of eight questions is required as part of 
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the seminar on this subject. The papers are revised and marked by the lecturer of 
pedagogy of the Faculty of Philosophy. Third year students profit by several weeks 
of introduction to the teaching methods applied to younger students giving bedside 
care, and by the preliminary course of practical demonstration and lectures relating 
to therapeutic techniques. 


Selection of Students 


Students are selected with the greatest care: (a) by screening the applications 
received, (b) by observation during the first six months of the prescribed probation 
period. Two students who were not equal to the task have been asked to resign and 
did so by friendly agreement; another was released, (although very intelligent,) on 
account of inadequate human qualities. In this respect we can take action without 
hesitation for we have an adequate number of applications and are not bound by any 
agreements to provide service for the hospital. Any action of this kind is most care- 
fully considered, discussed with the student and her parents and an offer is made to 
prolong the probationary period without committing ourselves. 


Post-graduate courses 


There are numerous requests for post-graduate studies. Three refresher courses 
have been organized so far, since the return in 1954 of two more nurses who have 
completed their studies abroad and have started teaching at the school. In 1955, we 
hope to secure the services of another instructor and so complete our staff of seven 
nurse instructors. We plan to start with longer post-graduate courses of three to six 
months (and even up to 12 months) to be attended by practising nurses and instructors, 
ward sisters, district nurses and matrons are included among these post-graduate 
students. 


The school has welcomed numerous visitors in the last two years, both from 
our own country and from abroad. The representative of the Japanese Ministry of 
Health stayed eight days in connection with the organization of a University Nursing 
school in Japan. Two nurses from Oulu, Finland, who are to help run a similar school, 
also paid us a visit. England, America, Sweden, German-speaking Switzerland and 
Australia have sent numerous nurses or a representative of one of their schools. A 
nurse instructor from Switzerland stayed four weeks. The visits paid by such guests 
are also profitable to ourselves, and above all to the students, who display keen inter- 
est in the visitors and ask them for interviews which are willingly granted. 


Each class has elected two spokesmen, elaborated a scheme of organization and 
submitted it for approval. The spokesmen are responsible for the implementation of the 
scheme; reminders from us are scarcely necessary in this respect. The students also 
look through the applications received at the office, occasionally selecting one to whom 
they write, whom they advise as to the things she should bring for her room, whom 
they meet on arrival at the station and bring to the school. The “ mother ” then looks 
after the new student during the first days of her time in the school, after which the 
need for such support disappears. 


We see more clearly how important it is to educate youth so as to enable it to 
assume responsibility, to gain self-confidence, and to do so without strain, and in a 
spirit of serenity. 
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The Frontier Nursing Service of 
Kentucky, U.S.A. 
by 
THE HON. EVE CHETWYND, S.R.N., S.C.M., (ENGLAND) 


District Tutor, Watford Maternity Hospital, England. 
Lately Dean, Frontier Graduate School of Midwifery, Kentucky, U.S.A. 


The Frontier Nursing Service is a voluntary organization operating in a remotely 
rural area of the mountains of Eastern Kentucky. The work is aimed primarily to meet 
the needs of mothers and young children, but because the well-being of a young child 
depends so much on its environment and on the well-being of its family, bedside 
nursing care of the sick and preventive health work, is extended to cover the whole 
family. The 700 square miles covered by the Service were first settled nearly 200 years 
ago by English, Scottish and Welsh families who moved up into the mountains from 
Virginia and the Carolinas. They established themselves on the creeks and branches, 
tributary to the Middle Fork of the Kentucky river, and Red Bird river, and there their 
descendants have remained. Many of the creeks are named after the families which 
settled there, and the same families still live on the same creeks. Life in these Mountain 
valleys is very primitive still. Roads are few, and are apt to peter out into a dirt track, 
and then a creek bed. Sanitation and water supply are of the most primitive; even in 
the town of Hyden, the county seat, there is no public water supply or sewage 
disposal. One great advantage that is enjoyed in even some of the very remote creeks, 
is the supply of electric power and light. 


The Frontier Nursing Service was started by Mrs. Mary Breckinridge in 1925, 
at a time when there was no qualified doctor or trained midwife in the terriority now 
covered. The nearest motor road was 60 miles away from Hyden, the nearest railway 
station many miles ride over the mountains. Travel was entirely by horse or on mule- 
back; supplies had to be hauled in by mule team from the railhead 20 miles away. To 
prepare herself to tackle the immense problems involved in establishing a nursing 
service under such conditions, Mrs. Breckinridge with characteristic thoroughness 
had worked long and patiently. She was already a trained nurse when she came to 
Europe after the first World War, to work with the American Committee for devastated 
France. She remained in France until the late summer of 1921. At first her work was 
concerned mainly with getting supplies of food, clothing, garden seeds, etc., distributed 
to the peasants who were attempting to re-establish themselves in the devastated 
villages. Gradually her work turned more to nursing, until she got permission to start 
a programme for expectant and nursing mothers and children, with special emphasis 
on the needs of the children under six. This was work after her own heart. Her energy 
and ingenuity knew no bounds. There was an acute shortage of milk; through her 
mother, she got many people in the United States to contribute to a fund to provide 
a goat to each family with young children. She struggled with epidemics of diphtheria, 
dysentery, and gastro-enteritis. These experiences in France were to stand her in very 


good stead later on in Kentucky, particularly during the years of drought and 
depression. 


During these years in Europe she visited England on several occasions, where 
she met and talked with leading members. of the midwifery and nursing professions. 


In America she knew trained nurses were not midwives; in France she had seen some- 
c 
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thing of the work of the midwives who were not trained nurses. In England she found 
trained midwives who were also trained nurses, and gradually she realised that in nurse- 
midwifery lay the logical solution to the needs of the mothers and young children in 
the remotely rural areas of the U.S.A. The summer of 1923 was spent riding through 
the Kentucky mountains, assessing the conditions there, estimating what needed to 
be done, and what could be done. Altogether she interviewed 53 of the untrained 
mountain midwives; and their average age was 60.3 years. 


In the autumn of 1923 Mrs. Breckinridge returned to England, and entered the 
British Hospital for Mothers and Babies at Woolwich, London, to take her midwifery 
training. After obtaining her certificate, she spent some time in Scotland to study the 
working of the Highlands and Islands Medical and Nursing Service. Finally, after a 
short period of post-graduate work at the General Lying-In Hospital, York Road, 
London, and various visits of observation to hospitals, clinics and districts in and 
around London, she returned to America in January 1925. On May 28th of that year 
the Kentucky Committee for mothers and babies held its first meeting. That summer 
a careful survey was made of all the families in the area chosen, and at the same time 
Mrs. Breckinridge herself, with two other nurse-midwives, started the actual nursing 
work, making their headquarters in the only vacant house in Hyden, which had room 
for a small dispensary, and a barn to shelter the horses. Gradually the money started 
to come in from various sources, and as the confidence of the people was gained, the 
work grew apace. Very soon it was apparent that although there was abundant work 
for the nurse-midwife to do in the mountain creeks, attending the normal midwifery 
cases, advising the mothers, supervising the care of the young children, and giving 
bedside nursing to the sick, she needed the support of a readily accessible doctor, and 
hospital accommodation for the abnormal maternity cases, and for medical and 
surgical emergencies. 


Plans were formulated for building a hospital at Hyden, which is roughly in the 
centre of the territory, and in June 1928 the hospital was dedicated. 


Between 1927 and 1930 the six outpost nursing centres were built. They are sit- 
uated in a rough circle round Hyden and its hospital, and are about 9—12 miles apart 
over the mountains. Originally each centre was staffed by two nurse-midwives who 
each worked a district about 5 miles across. During the depression, shortage of funds 
led to a reduction in staff, and a consequent reduction in the area which could be 
covered. Now, with better roads, and the use of jeeps as well as horses, more ground 
can be covered by less nurses, and three of the centres have two nurses, and the other 
three only one. There is also a resident nurse-midwife at Wendover where the admin- 
istrative headquarters are situated, and where Mrs. Breckinridge lives, and two district 
nurses based at the hospital. 


Most of the outpost centres were built with money given by one or more members 
of a family in memory of a relative, but the local people also made great contributions, 
by gifts of land, timber and labour. Still, from time to time, if a clinic building is in 
need of repairs, the nurse will hold a “ working,” when the men and women of the 
locality will rally round, repair fences, paint, paper, whitewash, some giving the 
material and some the labour. 


Each centre was built to accommodate two nurses and a housekeeper, with one 
or two guest rooms, and a clinic and waiting room. On occasions, especially in the 
early days when transport was more difficult, patients could be accommodated at the 
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centre, pending the opportunity of moving them to hospital. In addition each centre 
has a roomy barn to house the horses and a cow, and a fenced area of pasture and 
garden. The life of a nurse at one of these centres is always varied and certainly never 
dull. Urgent cases, and special dressings are dealt with in the clinic first thing in the 
morning, and one day a week there is a regular clinic session. Then the nurse sets off 
on horseback or by jeep, or even occasionally on foot, dependent on the weather, and 
the part of her district she plans to visit. As far as possible midwifery calls are dealt 
with first, then sick calls, health visits to the families with young children, and ante- 
natal visits. All pregnant women who register for their confinement, are urged to attend 
Hyden hospital early in their pregnancy for a complete medical examination. If they 
live in the district and are obstetrically normal, they are encouraged to have a home 
confinement, so as to save the hospital beds for the abnormal cases, and those women 
who live further out. If they live outside the district it is left to the discretion of the 
nurse, according to her other commitments, whether they are booked for home or 
hospital. 

Home deliveries within three miles of the centre are visited daily for ten days, 
those who live further out are visited every second or third day. After the first ten days 


they are all visited weekly for one month, after which the nurse continues to pay health 
visits to the baby. 


The nurses who work at these outpost centres must be ready to face any and every 
emergency and complication; ante-partum and post-partum haemorrhages, eclampsia, 
snakebite, gunshot wounds, road accidents, surgical emergencies. There are many stir- 
ring tales of patients carried on improvised stretchers, through snow, ice and floods by 
relays of bearers to the centre or to hospital. Now, with improved roads and the use of 
jeeps which will negotiate almost any terrain, transport of patients is much easier. 


A very important aspect of the district nurse’s work is her function as a teacher 
in the public health field. When the Frontier Nursing Service was started, typhoid 
fever and diphtheria were endemic. Trachoma was a serious menace and led to much 
blindness. Preventive measures were introduced, and with patience and careful 
teaching the people have come to realise the value of inoculation, and now nearly 
every child in the territory is protected against typhoid fever, tetanus and diphtheria. 
Another serious menace to the health of the population is the frequency of hookworm 
and other parasitic infestation, and most of the children will need and receive an 
annual worm treatment. 

Equipment is carried in leather saddlebags, and each nurse-midwife has two 
pairs, one for midwifery and one for general work. They need skilful packing, and 
are very heavy when full, but when properly packed they hold a surprising amount of 
equipment, and are useful for transport either by horse or jeep. 


What the nursing staff of the Service may or may not do on their own responsi- 
bility, is governed by Standing Orders approved by the Medical Advisory Committee 
of the National Medical Council of the Service. These Standing Orders are planned to 


cover every likely emergency, always bearing in mind, that it may be many hours 
before medical help can be reached. 


Until 1939 the nurse-midwives employed by the Frontier Nursing Service were 
either British women who went out on a two-year contract (but many of whom stayed 
for a number of years) or American nurses who were sent to Britain on a scholarship 
basis to obtain their midwifery certificate. When war was imminent, it became obvious 
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that this scheme could no longer operate. It had long been planned that the Service 
should one day have its own midwifery school. This plan was rapidly put into opera- 
tion, and in November 1939 the Frontier Graduate School of Midwifery opened with 
‘its first class of two students, and one of the English nurse-midwives as its first 
Instructor. The syllabus which was drawn up was based on that of the Central Mid- 
wives Board of England, the students getting their practical experience by 
delivering the normal cases in Hyden hospital, and in the surrounding district. In 
1941 the school was enlarged to take six students, and its own building erected 
adjacent to the hospital. There are now two six-monthly courses a year, with six 
students in each. The class of October, 1954, is the 29th to pass through the school, 
which now has graduates working, not only in Kentucky, but in other States of the 
Union, as well as in Alaska, Liberia, Nigeria, Siam, Sudan, South America, India, 
Japan and the Philippines. Many of these midwives are working in the mission field; 
others are employed by certain of the State Boards of Health in the U.S.A. especially 
in a supervisory capacity in those of the Southern and South Western States where 
unqualified midwives are licensed to practice. 


Theory is covered in 30 lectures by the Medical Director, supplemented by two 
weekly classes from the Dean. There is a good reference library of English Midwifery 
textbooks, and American textbooks of obstetrics. A number of the students obtain 
textbooks from England for their own use. The practical training is aimed at teaching 
the students to manage normal cases, and to recognise the abnormal in good time, so 
as to obtain assistance when it is required. They each have a minimum of twenty 
deliveries of which five must be domiciliary. In addition they have the opportunity 


of observing a certain number of abnormal cases in the hospital, and of assisting the 
Medical Director with these cases. Ante-natal sessions are held at the hospital twice 
a week, so the students get good experience of all aspects of ante-natal care, both in 
assisting the doctor, at the medical examinations, and in the routine care of their 
own midwifery patients. Each student works for four weeks in the hospital under the 
supervision of the hospital midwife, caring for lying-in mothers and their babies, and 
any ante-natal patients who may be admitted for special treatment. Most of the 
patients leave the hospital on the eighth day after delivery. If they live in the territory 
covered by the Frontier Nursing Service they are attended by their own district nurse 
until the end of the month. The students make ante-natal visits to their own domi- 
ciliary patients, to check on the preparations for confinement. The post-partum routine 
is the same as on the outlying districts, but as the students are not concerned with 
sick calls or health visits, and as Hyden is on the main road, it is possible for them to 
attend cases further out than the centre nurses, with their many other responsibilities. 


The School is in the charge of the Dean and her assistant. In addition to giving 
lectures and coaching classes, they supervise the domiciliary deliveries and visits, and 


conduct the hospital deliveries at night. The hospital midwife conducts the deliveries 
during the day. 


At the end of the course the students take an examination set by the State Depart- 
ment of Health, one set by the Medical Director, and one set by the midwifery staff. 


Hyden hospital has been enlarged and altered several times since it was first 
built. It now has 25 beds, of which 14 are reserved for maternity cases. There are 
busy out-patient clinics three days a week. There is a fine little operating theatre and 
X-ray room. Major surgical cases which are fit to travel are generally sent on to 
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Hazard (25 miles) or to Lexington (120 miles), but twice a year, in spring and autumn, 
a distinguished surgeon comes down from Lexington, bringing with him his own 
anaesthetist and theatre nurse, and, spending three days at Hyden, carries out any- 
thing up to 16 or 17 major operations, for all of which he accepts no payment either 
from the Service or from the patients. On these occasions midwifery bookings are 
kept to a minimum and half the maternity beds are given over to surgery. 


Like the out-post centres the hospital has to be prepared to deal with any and 
every emergency. One of the most touching stories was of a man from a far distant 
creek who rode up the hill to the hospital one day driving a cow before him. His 14- 
year old daughter rode pillion behind him, and they each carried a bundle of blankets. 
His wife had recently died following the birth of twins. For some days he and the 
girl had struggled to feed and care for the babies, but he knew they were losing 
ground. Although he lived right beyond the territory covered by the Frontier Nursing 
Service, he had heard of the work of the nurses, so he brought the babies to the 
hospital and brought the cow too so that the hospital should have her milk to feed 
the babies. The babies stayed many months, the cow went back for the benefit of the 
other children, and in due course the elder sister was brought back to learn how to 
tend the babies, both of whom survived and have now reached adulthood. 


On July Ist, 1954, a baby girl was born at Hyden hospital, who, apart from 
being a lovely baby and the welcome first child of her parents who are leading citizens 
of Hyden, has the honour of being of great statistical importance to the Frontier 
Nursing Service. Her mother was the 10,000th registered maternity patient. Of these 
10,000 mothers, 7,514 were delivered at home. It is interesting to record that 
of these 10,000 registered cases, there have been only eleven maternal deaths; five in 
the home, four in Hyden hospital and two at outpost centres. Even in the early days, 
with no proper roads, no hospital and no doctor readily available, there were only 
two maternal deaths in the first 1,000 cases. 


The Service has its own Social Service Department. The Social Service Secretary 
investigates any case of special hardship referred by the nurses, or where the family 
themselves apply for help. Practical help is given in gifts of clothing, grocery orders 
or help with payment of hospital bills. Transport is arranged for children needing 


special optical, orthopaedic or medical treatment at the children’s hospitals in Cincin- 
nati or Lexington. 


The Frontier Nursing Service offers its field of work to doctors, midwives, nurses 
and social workers from all over the world, who are interested in similar work in 
other remote rural areas. Visitors, particularly in the summer months are numerous, 
and always receive a warm welcome. If they are able to stay a week or more, they 
are usually given the opportunity of spending a few days at the hospital and a few 
days at a centre. A visit to Wendover will be included and the certainty of an 
inimitable welcome from the Director, Mrs. Breckinridge. Her profound knowledge 
of all matters concerning the welfare of a rural population, from the management 
of a home delivery, to the battle against an epidemic of gastro-enteritis, the building 
of a house on a mountain site, the sinking of a well, or the erection of a sanitary privy, 
will lead the conversation over a wide range of subjects. 


[Editorial Note: The full story of the inception and working of the Frontier Nursing Service 


can be found in Mrs. Breckinridge’s autobiography “ Wide Neighbourhoods ” published by Harper 
and Brothers.] 
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The Child in Hospital 


Reprinted by courtesy of WHO, 
from the Chronicle of The World Health Organization, January, 1955. 


There is a growing realization that a great deal more than physical care is 
required if the child in hospital is to be given satisfactory therapy and be protected 
against any ill after-effects of the hospital experience. Few will question that the 
best place to care for a sick child is in his own home. When it is absolutely essential 
to admit him to a hospital, attention must be given to prevention of emotional dis- 
turbance and to the psychological problems to which hospitalization may give rise. 
Properly handled, the hospital experience may even contribute to the emotional 
development of the child; improperly handled, it may do irreparable psychological 
damage. 


The problem of the child in hospital, consequent implications in the training of 
paediatricians, psychiatrists, and other relevant personnel, and the co-ordination of 
the health services which deal with the child in hospital were the three topics discussed 
by a study group which met under the auspices of the WHO Regional Office for 
Europe in early September 1954 in Stockholm. This group, composed of 20 paedia- 
tricians, 10 psychriatrists, a psychologist, and a medical social worker, aimed not to 
produce a blueprint for general action, but to exchange experience and to stimulate 
wider interest in, and awareness of, the psychological aspect of illness. Six case 
histories were used to illustrate various types of problems and to serve as the basis 
of discussion. 


The general conclusions which follow should not be interpreted as definite or 
complete, and obviously require careful modification to suit the available services and 
varied circumstances in different countries. 


THE CHILD AS A HOSPITAL PATIENT 


ADMISSION 


The young child is unable to comprehend what illness is. Even for an adult, 
who understands that the interlude will sooner or later come to an end, admission 
to hospital is a major event. But the small child has no realization of time, and the 
break in so far as he is concerned is irrevocable unless he has some tangible means 
of grasping that this is not so. Further, the child may feel that being hospitalized 
is a rejection on the part of his parents, and fears of this nature may remain 
unexpressed with him for the rest of his life. It is most important, therefore, that a 
child be prepared emotionally for his admission into hospital, if this is at all 
possible. His admission should be carefully planned by the paediatric service in the 
light of the child’s home background and of what the hospitalization is attempting to 
achieve. 


Emergency admissions, of course, present a different problem. The physical 
aspects of the case have to be dealt with first and foremost. The situation is usually 
one of anxiety; the parents need help and support; and the child should be given 
ample opportunity later to “ play out” his anxieties both in the hospital and after 
his return home. 


The study group considered at length the question of whether or not it is 
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advisable to admit the mother with the child. Mention was made of the good results 
which have been obtained in a hospital for surgical treatment in New Zealand where 
every child is accompaned by his mother and is cared for entirely by her except when 
he is in the operating theatre. It seems desirable that young children should have 
their mothers with them throughout their stay in hospital when the paediatrician and 
psychiarist feel that this is in the child’s interest; in other cases, mothers may spend 


at least the early period of the admission with their children to help them adjust to 
the new situation. 


In all cases, whether or not the mother remains with the child, the reception of 
the child must be carefully studied and an appreciation of his feelings shown. The 
child should be allowed to keep the toy which means “ home” to him, and he should 
not be deprived of his clothes or forced to take a bath immediately on admission if 
this causes anxiety. The hospital staff, in helping him over separation from his 
parents, should avoid any deceptions; for, above all, the child needs to feel confidence 
in those who are going to care for him. 


Lire InN HospPitTaL 


Hospital design can contribute greatly to the ease with which child-patients 
adjust to hospital life. Ideally, wards should be small, with furnishings which appeal 
to children and which are similar to those most common at home. Every effort 
should be made to give the hospital as “ home-like ” an appearance as possible. 


The physician or nurse who deals with children must be sensitive to the need 
to dispense with any routine procedures which are not absolutely necessary and which 
may be frightening or painful to a child. All hospital procedures ought to be viewed 
in the light of what they may mean to the child subjected to them. 


Most important is the creation of the right emotional atmosphere in the ward. 
Separated from his home surroundings, the child needs to acquire some familiar 
support which will give him a sense of security. Efforts should be made to the extent 
that staffing will permit the assignment of each child to a particular nurse to whom he 
can become accustomed through his illness. It is also desirable that the same 
doctor should care for the child in the outpatient department as in the ward whenever 
this is possible. 


Attitudes towards visiting by parents vary greatly from country to country and 
from hospital to hospital. In contrast to some countries of Europe and the Americas 
where it is considered desirable to “toughen” the child, visiting has never been 
forbidden in Italy except in individual cases where is has been considered harmful to 
the child. In East Africa, among a people “ closer to nature,” a child is never left 
alone during his stay in hospital: his mother or some other member of his family is 
at his bedside day and night, and sometimes the whole family is with him. 


One of the arguments against visiting has always been the danger of cross- 
infection, but an investigation in the United Kingdom produced no positive evidence 
that visiting by adults increase the infection. With these and other revelant factors ir 
mind, the study group in general favoured visiting. 


There are certain practical problems which need to be considered if visiting is 
to be effectively introduced. In large hospitals, for instance, visiting hours may have 
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to be staggered to prevent congestion. In general, visiting is best regarded as a thera- 
peutic action, taking into account the child’s relationship with his family and the 
parental attitude towards the child. 


Mothers fit into the life of the ward much more easily when given something to 
do; they should be encouraged to play with the child, to give him a meal or a bath, 
to read a story or to tuck him up for the night. The father is also a valuable visitor 
for older children where a good relationship has been established; and visits from 
friends of the same age are often appreciated by children. 


Maintaining family relationships is more difficult in long-stay cases, especially 
if the hospital is far from the home; but every effort must be made to assure the 
contact. Play nurses or local visitors may help to alleviate difficulties, though neither 
can fulfil the role played by the parents. 


DISCHARGE 


In well-run paediatric hospitals, where the staff is understanding and there are 
play rooms and other facilities for the ambulant child, the young patient may some- 
times be reluctant to go home. The child may find more friendship, pleasure, and 
sense of security in the hospital than in his home. If the hospital is not so pleasant, 
there may be residual fears and anxieties. In either situation, the idea that the stay 
in hospital is due to a rejection by the parents may need skilled handling. An under- 
standing of the emotional state of a young patient on discharge from hospital is as 
important as on admission. 


The paediatrician should discuss the implications with the parents, so that they 
will know how to aid the child in readjustment to his life at home. It is sometimes 
helpful, if the child has been in hospital for a long time, for the mother to come and 
spend a few days with him before he is discharged. Another alternative is for the 
child to make the transition to life at home gradually by going home first for a day, 
then for weekends, before his final return. The medical social worker and the public 
health nurse may give valuable assistance since they are familiar with the home 
situation and can help in the smooth re-establishment of good relations between the 
young patient and his family. 


TRAINING OF PERSONNEL TO WORK WITH CHILDREN IN HOSPITAL 


Throughout its discussions, the study group stressed that what is needed in deal- 
ing with the child in hospital is a synthesis of available knowledge, a co-ordination of 
the disciplines concerned, with a full awareness of family life and child development, 
which is too often neglected in medical studies. The child should be seen as a whole 
and in relation to his background. 


The training of three special types of personnel—the paediatrician, the child 
psychiatrist, and the paediatric nurse—was considered at some length, and that of the 
child worker was discussed particularly in terms of their roles as members of the 
psychiatric team. For obvious reasons the conclusions reached cannot have general 
application. Each country can solve the problems only in the light of its own particu- 
lar needs and the numbers of relevant staff available to look after children in hospital. 
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THE PAEDIATRICIAN 


The proper approach to the sick child can best be learned by observation of a 
skilled and experienced paediatrician at work, and it is thus that the medical student 
should be initiated into the technique of handling child-patients. By noting the 
paediatrician’s way of establishing contact with the child, the student learns that the 
child is not a miniature adult and that he has to be treated differently, as befits his 
age and understanding. He comes to realise, too, that the treatment of the child begins 
with the initial interview, and that every gesture plays its part in the success of the 
treatment. 


In order to promote the development of a more comprehensive approach to the 
individual patient, team-work among the various departments of the medical teaching 
institution is needed. For example, the paediatrician-in-training should have an op- 
portunity to work with a psychiatric team in a children’s hospital; if this is not 
possible, then he should, after studying the normal child, later spend a year in a child 
psychiatry department, a child guidance clinic, or both, so that he may become fami- 
liar with behaviour problems and psychological disorders in children. By learning 
about the normal physical and psychological development of the child, and then about 
the deviations therefrom and the ills to which the child may be subject, the paediatri- 
cian is able to delineate his role and know which patients he can treat and which need 
further expert help. He is also able to assume the role which is his—that of a “ synthe- 
sizer ” of modern knowledge of the child, in health and disease. 


Tue Cuitp PsyYCHIATRIST 


The child psychiatrist, like the paediatrician, needs some experience of the other 
discipline in order to gain a well-rounded picture of the child-patient. He should be 
given a chance to work in a paediatric centre where he can be taught the “ dynamics 
of growth and development and learn at first hand about the infant and child in their 
different phases.” Furthermore, he should, if possible, have experience with children 
not merely in the hospital, but also in the nursery school and in family surroundings. 


The child psychiatrist’s training should include basic knowledge of cultural 
anthropology and sociology. In this connexion, it should be noted that differences 
in social and cultural backgrounds from one country to another make psychiatry a 
difficult discipline to transmit, and training in one country may not always meet the 
needs of another. 


Another question debated by the study group was whether or not psycho-analysis 
should be part of the training of the child psychiatrist. It was concluded that at least 
theoretical knowledge’ of psycho-analysis is essential and personal experience of it 
often desirable. 


In summary, the group felt that the child psychiatrist’s special training should 
include: (1) knowledge of the cultural patterns of behaviour and of emotional develop- 
ment, (2) carefully planned training in paediatrics, (3) practice in the diagnosis and 
treatment of both adults and children, as a result of his psychiatric and neurological 
training, and (4) experience of personal psycho-analysis, unless this is contra-indicated 
or is not feasible. The necessity for such varied and extensive training was explained 
by one member of the group who said: 
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“ The problem of mental illness in many countries of Europe today is of similar 
magnitude to that of physical illness in tropical parts of the world. There is an 
acute sense of the need to have specialists to deal with this. There is intense 
pressure from the lay public. The possibility of giving qualified help is not good. 
It seems important that the relatively few specialists there are, besides being 
clinicians, should be given the chance to act indirectly through training future 
doctors. For this task they need the best possible training and qualifications.” 


THe Paepiatric NuRSE 


The nurse who works with children needs special training, with due attention 
given to comprehensive study of child development as well as to illnesses and their 
treatment. The study group emphasised the desirability of improving the nurse’s 
status by accepting her as a full member of the paediatric team, drawing her into 
conferences and discussions, and improving her training and pay. 


As part of her training, the paediatric nurse should gain an understanding of the 
psychological aspects of illness. She must be aware of her role as a parent substitute 
to the child in hospital, and of what this means to her as well as to the patients: her 
role as mother may become one which she enjoys and guards too jealously, thereby 
creating additional emotional disturbances. If the nurse during her training period 


understands the psychological aspects of her future work, she is better able to deal 
with such situations when they arise. 


The nurses least easily won over to the more individual and human approach to 
children in hospital are those whose training and experience have steeped them in 
routine procedure. Such staff members need to be re-orientated and to be allowed 


to be less rigid in their practice when it relates to children—to “ humanise ” hospital 
care. 


Various practical measures were suggested by the study group for alleviating the 
shortage of nurses. Among them were the use of auxiliary personnel for some func- 
tions that do not require special training, and the short-term training of nurse-assis- 
tants for the same purpose. The possibility of recruiting male nurses for work with 
children was mentioned as being also worthy of further consideration. 


CO-ORDINATION OF PAEDIATRIC AND PSYCHIATRIC SERVICES 


With the aid of a number of case histories, the study group considered methods 
of co-ordinating paediatric and psychiatric services. The chief question was “ When 
should the paediatrician call in the psychiatrist? ” It was agreed that whenever a case 
seemed likely to be chronic and was obviously associated with emotional factors— 
common examples being found amongst children with asthma—the psychiatrist should 
be consulted at the point of diagnosis, since careful diagnosis is, in fact, the first step 
in treatment. An illustration was cited of a polyclinic for asthmatic cases in Helsinki 
where a psychiatrist and a social worker are members of the staff, see all cases, and 


give outpatient treatment whenever investigation justifies it. The results have been 
most satisfactory. 


One method of co-ordinating services is what is referred to as “ multiple rounds,” 
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in which the paediatrician is accompanied on his ward visits by other members of 
the team—psychiatrist, psychologist, social worker, and others concerned. 


The inter-relationship of the paediatric and psychiatric departments was dis- 
cussed at length by the study group, and it was generally agreed that the first con- 
sideration is the prevention of serious psychiatric illness through the offices of the 
paediatrician, the family doctor, the health visitor, and the maternal and child welfare 
services. Next in importance is the co-ordination of paediatric and psychiatric ser- 
vices so that mental disorders may be recognised and treated early. Prevention and 
early recognition of psychiatric illness can do much to relieve the pressure of work 
on the trained psychiatrists, of whom there are far too few to meet today’s needs. 


The child psychiatrist should act as a consultant and advise the paediatrician in 
certain cases and in the same way as does the radiologist or the pathologist. In others, 
where psycho-therapy is called for, he should assume full charge, though with the 
continuing collaboration of the paediatrician as indicated. When the child psychiatric 
unit is an independent one, it should be situated near the paediatric department so 
that a two-way exchange of assistance may be facilitated. 


Only through the co-ordination of the various specialists concerned with the 


care of children can a comprehensive picture of the child-patient be obtained and 
adequate treatment be given. 


L’enfant a L’*hopital 


Pour que l’enfant tire tout le bénéfice possible de son séjour 4 l’hépital et qu’il 
n’en éprouve aucun contre-coup facheux, il doit recevoir une attention qui ne se limite 
pas aux seuls soins physiques. C’est vraisemblablement a son foyer que l’enfant serait 
le mieux soigné; on en conviendra aisément. Mais, si un séjour a l’hépital s’avére 
indispensable, il s’agit de veiller 4 ce que cette période n’influe pas défavorablement 
sur l'état psychique et affectif de l’enfant. Bien conduite, Vhospitalisation peut étre 
une source d’expériences enrichissantes poud |’enfant, dans le cas contraire, elle peut 
provoquer des dommages psychologiques irréparables. 


Le probléme de l’enfant 4 l’hépital; la formation a donner, sous ce rapport, aux 
pédiatres, aux psychiatres et aux membres des autres professions intéressées; la co- 
ordination entre les divers services sanitaires qui ont a s’occuper de l’enfant hospita- 
lise—ces trois questions ont été discutées par un groupe d’étude qui s’est réuni a 
Stockholm, au début de septembre 1954, sous les auspices du Bureau régional de 
Y’OMS pour l’Europe. Ce groupe, composé de vingt pédiatres, de dix psychiatres, d’un 
psychologue et d’une assistante médico-sociale, n’a pas cherché a4 formuler des direc- 
tives générales en la matiére; il a simplement voulu échanger des renseignements 
concrets et faire mieux connaitre et comprendre les espects psychologiques de la 
maladie. I] a choisi comme base de discussion six cas destinés a illustrer divers types 
de probiémes. 


Les conclusions générales résumées ciaprés ne sont ni définitives ni completes. 
Il va sans dire qu’elles demandent 4 étre adaptees avec soin aux conditions due ]’on 
rencontre dans des divers pays. 
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L’ENFANT, MALADE HOSPITALISE 
L’ENTREE A L’HOPITAL 


La notion de maladie dépasse l’entendement des jeunes enfants. Méme pour 
Yadulte, qui sait pourtant qu’elle n’est qu’un épisode, hospitalisation représente un 
grand événement. Mais le jeune enfant n’a pas conscience du temps, et la rupture 
ainsi introduite dans sa vie parait 4 ses yeux définitive, 4 moins qu’on puisse le con- 
vaincre de fagon tangible qu’il n’en est rien. Pis encore, l’enfant peut penser que ses 
parents veulent ainsi se débarrasser de lui et il risque d’éprouver des craintes qui, 
pour n’étre pas exprimées, n’en seront pas moins profondes et durables. C’est dire 
importance d’une bonne préparation affective lorsqu’elle est possible. Cette tache 
incombe au service de pédiatrie, qui tiendra compte en cela des conditions familiales 
de l’enfant et de ce que ’hospitalisation cherche a obtenir. 


En cas d’hospitalisation d’urgence, le probléme est évidemment tout autre ct 
c’est le traitement physique qui, par la force des choses, est au premier plan. Il régne 
alors habituellement un climat d’angoisse: les parents ont besoin d’étre aidés et 
réconfortés. Quant a l’enfant, on lui donnera, la crise passée, l'occasion de se “ libé- 
rer ” de ses anxiétés, tant 4 l’hopital qu’aprés son retour 4 la maison 


Le groupe d’étude s’est longuement interrogé sur le point de savoir s’il est 
opportun d’admettre la mére avec l’enfant. L’exemple a été cité d’un. h6pital chirur- 
gical néozélandais qui obtient d’excellents résultats en laissant la mére auprés des son 
enfant pour s’occuper entiérement de lui sauf évidemment dans la salle d’opérations. 
fl parait souhaitable, dans le cas des jeunes enfants, que la mére demeure auprés 
d’eux pendant tout le séjour a l’hdpital si le pédiatre et le psychiatre estiment que 
Yintérét de l’exige; dans les autres cas, la mére pourrait rester 4 l’hépital au 
moins au début, pour aider l’enfant a s’acclimater. 


En tout état de cause,—que la mére reste ou non auprés de l’enfant—le personnel 
doit accuellir le petit malade avec tout le tact voulu et montrer qu’il tient compte de 
ses sentiments. L’enfant devarit étre autorisé a4 conserver le jouet qui lui rappelle “ al 
maison.” il ne faudrait pas le priver de ses vatements habituels ni le forcer a prendre 
immédiatement un bain si cela lui fait peur. Le personnel hospitalier doit éviter toute 
supercherie a l’égard de l’enfant, méme si c’est dans l’intention de lui rendre moins 
pénible la séparation d’avec ses parents; en effet, il est essentiel que l’enfant ait 
confiance en ceux qui vont s’occuper de lui. 


Le Seyour A L’HopiTaL 


L’aménagement de l’hépital peut beaucoup aider l’enfant a s’adapter 4 son 
nouveau milieu. L’idéal serait de prévoir de petites salles dotées d’un mobilier qui 
plait a l’enfant et semblable a celui qu’on rencontre dans la plupart des familles. Tout 
doit étre mis en ceuvre pour donner 4 l’hépital un aspect qui rappelle le plus possible 
“la maison.” 


Le médecin ou l’infirmiére qui ont affaire 4 des enfants doivent éviter tout ce 
qui, dans les mesures normalement appliquées aux hospitalisés, n’est pas absolument 
nécessaire et risquerait d’effrayer l'enfant ou de lui étre pénible. Tous les actes hos- 
pitaliers doivent étre considérés en fonction de ce qu’ils peuvent signifier pour l’enfant 
qui y est soumis. 
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Il importe plus particuliérement de créer dans les salles un bon climat affectif. 
Séparé de ses parents, l’enfant a besoin d’un élément familier qui lui donne un senti- 
ment de sécurité. Le mieux, si l’on dispose d’un personnel suffisamment nombreux, 
est d’affecter chaque enfant a une infirmiére déterminée, a laquelle il puisse s’habituer 
pendant sa maladie. Il en va de méme du médecin, qui sera, autant que possible, le 
méme que celui qui s’occupait de |’enfant au service de consultations externes. 


Les régles concernant les visites des parents varient sensiblement d’un pays a 
autre. Si, dans certain pays d’Europe et d’Amerique, on estime utile “ d’endurcir ” 
enfant, en Italie les visites n’ont jamais été interdites, sauf dans des cas d’espéce ou 
elles sont considérées comme nuisibles a |’enfant. En Afrique orientale, ou la popula- 
tion est restée plus “ proche de la nature,” enfant n’est jamais laissé seui pendant 
son séjour a l’hdpital: sa mére ou quelque autre membre de sa famille—et parfois la 
famille entiére—reste a son chevet et nuit. 


Un des arguments toujours allégué par les partisans de l’interdiction des visites 
est celui du danger de contagion, mais une enquéte menée dans le Royaume-Uni n’a 
pas démontré de fagon positive que les visites des adultes augmentent la propagation 
de linfection. Pour cette raison, et pour d’autres encore, le groupe d’étude s'est 
déclaré, dans l’ensemble, en faveur des visites. 


Cette solution pose cependant quelques problémes pratiques. Dans les grands 
hépitaux, par exemple, il peut y avoir lieu d’échelonner les heures des visites afin 
d’éviter l’afflux d’un trop grand nombre de personnes 4a la fois. En général, pour que 
les visites soient bienfaisantes il faut tenir compte des relations qu’entretient lenfant 
avec sa famille et de l’attitude des parents 4 son égard. 


Les méres s’adaptent beaucoup mieux 4 la vie de l’hépital lorsqu’on leur donne 
quelque chose a faire: on devrait donc les encourager 4 jouer avec l’enfant, a lui 
donner son repas ou un bain, 4 lui lire une histoire ou a border son lit pour la nuit. 
Les visites du pére sont aussi trés utiles dans le cas des enfants d’un certain age quand 
les relations entre les intéressés sont satisfaisantes; il en est souvent de méme pour 
les visites de camarades du méme age. 


Le maintien des relations avec la famille est plus difficile dans les cas d’hospitali- 
sation prolongée, surtout lorsque |’établissement est éloigné du domicile de l’enfant; 
mais rien ne doit étre négligé pour assurer les contacts nécessaires. Les jardiniéres 
d’enfants ou les assistantes sociales locales peuvent intervenir utilement, bien que ni 
les unes ni les autres ne puissent remplacer les parents. 


La SorTIE DE L’HOPITAL 


Lorsqu’il séjourne dans des hépitaux pédiatriques bien organisés qui sont pour- 
vus d’un personnel compréhensif et de salles de jeux ou d’autres agréments pour les 
enfants autorisés 4 quitter leur lit, le petit malade répugne parfois a rentrer chez lui. 
Il se peut en effet qu’il trouve 4 ’hopital une atmosphére de plus grande amitié, de 
plus nombreuses occasions de jouer et un sentiment plus net de sécurité que dans sa 
famille. Si, en revanche, l’hépital est moins agréable, l’enfant ne s’est peut-étre pas 
complétement libéré de ses craintes et de ses angoisses initiales. Dans l’un et l’autre 
cas, le sentiment que peut éprouver l’enfant d’avoir été rejeté par ses parents exige 
beaucoup de tact de la part du personnel soignant. Celui-ci doit comprendre l’état 
affectif du jeune malade, et cela est aussi important 4 la sortie qu’a l’entrée. 











46 INTERNATIONAL NursiInc REVIEW 





Le pédiatre devrait discuter la question avec les parents afin que ceux-ci sachent 
comment aider |’enfant a se réadapter 4 la vie familiale. Il y a parfois intérét, lorsque 
Venfant a été hospitalisé pendant longtemps, 4 demander a la mére de venir passer 
auprés de lui les derniéres journées 4 l’hépital. Une autre solution propre a faciliter 
la transition est d’envoyer l’enfant passer chez lui une journée, puis les fins de semaine, 
avant son retour définitif dans sa famille. L’assistante médico-sociale et l’infirmiére 
de santé publique peuvent jouer un réle utile 4 cet égard car elles savent quelle est la 
situation dans la famille de l’enfant et elles peuvent ainsi faciliter la reprise de rela- 
tions satisfaisantes entre le jeune malade et sa famille. 


FORMATION DU PERSONNEL S’OCCUPANT D’ENFANTS HOSPITALISES 


Tout au long de ses débats, le groupe d’étude a insisté sur le fait que, pour 
assurer les meilleurs soins aux enfants hospitalisés, il importe d’opérer une synthése 
des connaissances existantes, de coordonner les disciplines intéressées et d’étre bien 
au courant de la vie familiale et du développement de l’enfant (ce dernier aspect est 
trop souvent négligé dans les études de médecine). L’enfant doit étre considéré comme 
un tout et par rapport a son milieu. 


Le groupe a assez longuement étudié la question de la formation de trois caté- 
gories spéciales de personnel: le pédiatre; le pedo-psychiatre, et l’infirmiere 
pédiatrique. Il a également examine le probleme du pedo-psychologue et de 
lassistante sociale de psychiatrie, notamment en fonction de leur réle dans “ l’équipe 
psychiatrique.” Mais, pour des raisons évidentes, les conclusions auxquelles il a abouti 
ne sont pas susceptibles d’une application universelle. Chaque pays doit aborder le 
probléme en tenant compte de ses besoins propres et de l’effectif du personnel dont 
il dispose. 


Le PEDIATRE 


C’est en regardant travailler un pédiatre qualifié et expérimenté qu’on arrive le 
mieux 4 se rendre compte de la fagon dont il convient de se comporter avec un enfant 
malade et c’est ainsi que l’étudiant en médecine devrait étre initié a la technique a 
suivre a l’égard des jeunes malades. En observant la maniére dont le pédiatre établit 
le contact avec l’enfant, l’étudiant apprendra que l’enfant n’est pas un adulte en 
miniature et qu’il doit étre traité différemment selon son Age et son entendement. II 
se rendra compte, également, que le traitement de |’enfant commence dés la premiére 
entrevue et que chaque geste joue son réle dans le succés du traitement. 


Pour amener les intéressés 4 mieux considérer le malade sous ses divers aspects, 
il faut créer un esprit d’équipe entre les différentes disciplines enseignées dans les 
écoles de médecine. Par exemple, le futur pédiatre devrait pouvoir travailler avec une 
équipe psychiatrique dans un hdépital d’enfants; ou bien, il devrait, aprés avoir ter- 
mine l’étude de l’enfant normal, faire un stage d’une année dans un service de pédo- 
psychiatrie ou dans un dispensaire de guidance infantile, afin de se familiariser avec 
les problémes de comportement et les troubles psychiques chez les enfants. En étud- 
iant le développement physique et psychologique normal de l’enfant, puis les dévia- 
tions que ce développement peut subir et les maux auxquels l’enfant peut étre exposé, 
le pédiatre pourra se faire une idée claire de son champ d'action, c’est-a-dire savoir 
quels sont les enfants qu’il peut traiter seul et quel sont ceux pour lesquels il a besoin 
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du concours d’autres spécialistes. D’autre part, il se préparera ainsi 4 jouer le réle 


qui est le sien, celui de “synthétiseur” des connaissances modernes sur l’enfant, 
bien portant ou malade. 


LE PEDO-PSYCHIATRE 


Tout comme le pédiatre, le pédo-psychiatre doit avoir acquis une certaine 
expérience du travail de son confrére pour pouvoir se faire une idée d’ensemble de 
Yenfant malade. Il devrait avoir l’occasion de travailler dans un centre de pédiatrie 
afin de s’y documenter sur “la dynamique de la croissance et du développement et de 
s’initier directement aux différentes phases que traversent l’enfant lu premier Age ct 
Yenfant plus agé.” Il y aurait intérét, d’autre part, 4 ce qu’il puisse étudier des 
enfants non seulement en milieu hospitalier mais encore a l’école maternelle et dans 
le cadre familial. 


Des notions d’ethnologie appliquée et de sociologie devraient figurer au pro- 
gramme des étudiants en pédo-psychiatrie. Il y a lieu de noter, a cet égard, que les 
différences dans les conditions sociales et ethnographiques, d’un pays a Il’autre, 
rendent difficile un enseignement de la psychiatrie qui soit adapté a toutes les régions; 
les études des psychiatrie faites dans un pays ne permettront pas forcément au 
psychiatre de faire face aux besoins qui se manifestent dans un autre pays. 


Une question qui a été débattue par le groupe d’étude: conviendrait-il, ou non, 
de faire suivre des cours de psychanalyse aux étudiants en pédo-psychiatrie? Le 
groupe est parvenu a la conclusion qu’une connaissance au moins théorique de la 


psychanalyse était indispensable et qu’une connaissance pratique était souvent 
souhaitable. 


En résumé, le groupe a estimé que les études de pédo-psychiatrie devraient porter 
sur les points suivants: 1) connaissance des schémes culturels de comportement et de 
développement affectif; 2) formation en pédiatrie judicieusement organisée; 
3) pratique du diagnostic et du traitement tant chez les adultes que chez les enfants, 
comme complément des études de psychiatrie et de neurologie; 4) expérience person- 
nelle de la psychanalyse, 4 moins que cela ne soit contre-indiqué ou irréalisable. 
C’est dire ’ampleur et la diversité des études qu’il faudrait exiger des pédo-psychiatres. 
La nécessité de ces études a été exposée en ces termes par un membre du groupe: 
“Dans de nombreux pays d‘Europe, les maladies mentales posent aujourd’hui un 
probléme dont l’importance ne le céde en rien a celle que posent les maladies organ- 
iques dans les régions tropicales du globe. On a nettement conscience de la nécessité 
de disposer de spécialistes pour résoudre le probléme et ce sentiment est aussi trés 
vif dans le grand public. Les possibilités d’aide qualifiée laissent 4 désirer. I] semble 
indispensable que les spécialistes relativement peu nombreux dont on dispose ne 
bornent pas leur réle aux aspects cliniques et soient également mis en mesure d’exercer 
une action indirecte en participant 4 la formation des futurs médecins. Mais encore 
faut-il, si l’on entend leur confier cette tache, qu’ils possédent la meilleure formation et 
les plus hautes compétences possibles.” 


L’INFIRMIERE PEDIATRIQUE 


L’infirmiére appelée 4 s’occuper des enfants a besoin d’une formation spéciale 
dans laquelle une large place doit étre réservée a |’étude approfondie du développe- 
ment de l’enfant ainsi qu’a celle des maladies de l’en‘ance et de leur traitement. Le 
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groupe d’étude a insisté sur l’intérét qu’il y aurait 4 améliorer la situation de 
l’infirmiére en la considérant comme membre de plein exercice de l’equipe pédiatrique, 
en la faisant participer aux conférences et aux discussions et en améliorant sa 
formation professionnelle, ainsi que sa rémunération. 


Il faudrait que, au cours de ses études, elle soit initiée aux aspects psychologiques 
de la maladie. Elle doit se rendre nettement compte de la responsabilité qui lui 
incombe de remplacer les parents auprés de l’enfant hospitalisé et de ce que cette 
responsabilité implique tant pour elle que pour le petit malade: ce réle de mére qu’elle 
est amenée a assumer, elle peut y trouver de grandes satisfactions, et, en ce cas, elle 
aura tendance 4 le défendre jalousement, ce qui ne peut qu’ajouter aux difficultés 
d’ordre affectif. Si, toutefois, il lui est possible, au cours de ses études, de bien 
comprendre les aspects psychologiques de son activité future, elle sera mieux armée 
pour faire faces a des situations de ce genre lorsqu’elles se présenteront. 


Les infirmiéres qu’il sera le moins facile de gagner a cette conception individual- 
iste et humaine de [attitude 4 adopter envers les enfants hospitalisés sont celles 
auxquelles leur formation et leur expérience professionnelle ont imprimé un certain 
automatisme. II y a lieu de les réorienter vers un comportement moins rigide lorsqu’ 
elles ont affaire 4 des enfants, de les amener, en d’autres termes, a “ humaniser ” les 
soins hospitaliers. 


Le groupe d’étude a suggéré diverses mesures pratiques pour atténuer la pénurie 
d’infirmiéres. I] a notamment recommandé le recours 4 du personnel auxiliaire pour 
certaines taches n’exigeant pas de préparation spéciale ainsi que le formation 


accélérée d’aides-infirmiéres, 4 cette méme fin. Id a, d’autre part, souligné que la 
possibilité d’engager des infirmiers dans les service de pédiatrie mériterait d’étre 
examinée plus a fond. 


COORDINATION DES SERVICES DE PEDIATRIE ET DES SERVICES 
DE PSYCHIATRIE 


Le groupe, en se fondant sur un certain nombre de cas concrets, a étudié les 
méthodes 4 employer pour coordonner les services de pédiatrie et les services de 
psychiatrie. La principale question qui se pose a cet égard est la suivante: “ Quand 
le pédiatre devrait-il faire appel au psychiatre ?” Les membres du groupe se sont 
accordés a reconnaitre que, chaque fois qu’un cas semble devoir devenir chronique 
et qu’il est manifestement associé 4 des facteurs affectifs—ce qui arrive souvent chez 
les enfants atteints d’asthme,—le psychiatre devrait étre consulté au stade du diagnostic, 
car un diagnostic minutieux est en fait la premiére étape du traitement. Pour illustrer 
ce point de vue, le cas a été cité d’une polyclinique pour asthmatiques, a Helsinki, ou 
un psychiatre et une assistante sociale, qui font partie du personnel, examinent tous 
les cas et administrent un traitement ambulatoire chaque fois que les résultats de 
l’examen le justifient. Ce systéme s’est révélé extrémement satisfaisant. 


Un autre moyen de coordonner les services réside dans le systéme dénommé “ de 
visites multiples ”: le pédiatre est accompagné dans ses visite de salles par d’autres 
membres de l’équipe tels que psychiatre, psychologue et assistante sociale. 


Le groupe d’étude a discuté longuement la question des relations entre les sevices 
de pédiatrie et de psychiatrie et il a abouti, dans l’ensemble, a la conclusion que ce qui 
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importe avant tout, c’est de prévenir les maladies mentales graves en recourant aux 
services du pédiatre, du médecin de famille, de l’infirmiére-visiteuse et des services 
de protection maternelle et infantile. Vient ensuite la coordination entre les deux 
ordres de services, de fagon a assurer le dépistage et le traitement précoce des troubles 
mentaux. La tache des psychiatres qualifiés, dont le nombre est encore trés insuffisant 
pour répondre aux besoins actuels, en sera ainsi allégée. 


Le pédo-psychiatre devrait jouer le réle de consultant et conseiller le pédiatre 
dans certains cas, au méme titre que le radiologue ou le pathologiste. Dans d’autres 
cas, lorsqu’un traitement psychothérapique s’impose, il doit prendre lui-méme la 
direction, tout en continuant de s’assurer, le cas échéant, la collaboration du pédiatre. 
Le Service de pédo-psychiatrie quand il est autonome, doit étre situé dans le voisinage 
du service de pédiatrie afin que les deux services puissent aisément se préter une aide 
réciproque. 

Ce n’est que par la coordination de tous les spécialistes intervenant dans le soins 
a lenfance qu'il sera possible d’acquérir une idée d’ensemble des besoins de |’enfant 
malade et de lui assurer le traitement qui convient. 





TWELVE YEARS OF NURSING IN INDIA 


(1943 to 1955) 
by 
LAKSHMI DEVI 


Executive Secretary, Trained Nurses Association of India 


Nursing in India is so woven into the great mosaic of our national life, that for 
me it will be difficult not to digress from the subject of nursing from time to time. 
I offer no excuse for such lapses since nursing is so much a part of the hurly burly of 
community life that one cannot think independently of it. “Go into the homes,” said 
Florence Nightingale, and to the homes we will go to grasp the hand of Mother India 
and go along with her. It was partly her struggle for freedom and national recogni- 


tion, that spurred the nursing profession on to strive for professional recognition and 
for a better nursing service. 


1943 marks a period of awakening that will stand out in the nursing history of 
India. World War II was at its height. The National Movement was at the same 
time feverishly working for an independent status for India. 


With freedom already within sight came the realisation of what the departure 
of the British nurse would mean to nursing administration. India would soon be 
destitute of teachers and matrons. The Indian Military Nursing Service was perhaps 
the first to appreciate the sombre realities with which the nursing services were faced. 
The Indian Military Nursing Service quickly moved the Government of India to make 
provision for the preparation of Indian nurses for administrative posts. Thus came 
about the founding of the first post-certificate School of Administration in Delhi, 


primarily intended to provide a course in Nursing Administration for military nurs- 
ing sisters. 


The Civil Nursing Services were quick to take advantage of the School and 


requested the institution of a course for sister tutors. In 1943 there were only eight 
D 
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sister tutors in India none of whom were Indians. The European nurses who came 
to India to fill senior posts in Government and Mission Hospitals were, in many 
instances, specialists. They came as administrators or teachers. The teachers taught 
pupil nurses. They left the country taking their specialities with them for there 
existed no established avenue through which to pass on their knowledge to the graduate 
nurse until 1943. This grave situation brought the nurses in India, nurses of many 
nationalities, together to work on the problem. They planned ways and means. They 
formulated post-certificate course curricula, and studied other educational matters 
affecting nursing. They solicited money from the Central and State Government and 
such agencies as the Indian Red Cross, and the Minto Nursing Association, to provide 
scholarships for post-certificate study. They put many irons in the fire that year. 


Another highlight of 1943 was the Government of India appointment of The 
Health Survey and Development Committee under the chairmanship of Sir Joseph 
Bhore. To this Committee was assigned the stupendous task of making a study of 
the country’s health problems, and the formulating of recommendations for their 
solution; it was the first undertaking of its kind. And it was for the first time that 
nurses were called upon to act as advisers to a Government body. Three nurses were 
appointed one of whom was the President of the Trained Nurses’ Association of 
India. Their contribution to the Survey is recorded in the famous Bhore. Report in 
such sections as the “ Training of Nurses and Midwives.”*. The Bhore Report pre- 
sented the people of India with a grim picture of the country’s health problems and 
called for an all-out effort if the picture was to be substantially altered. 

Of nursing it said: 

“The conditions under which nurses have hitherto been required to carry on 
their profession in this country are recognised by all thinking persons to 
be deplorable. As long as such conditions obtain it is inconceivable that 
Indian women from the more educated families will enter that profession 
in appreciable numbers.” + 


In this monumental work, which was published in 1946, is set out the health 
needs of the people in a blueprint recommending ways and means for fighting disease 
and attaining health as quickly as possible. The problems of India in practically every 
sphere of national life were so great, so overwhelming in magnitude that when viewed 
against the background of the meagre resources at the country’s command, it is not 
difficult to understand why progress has been slow. 


In 1946 Nurses reaped a rich harvest for their untiring labours to build up the 
educational side of the profession. The Bhore Report had emphasised the need to 
attract Indian women from educated families to the profession. The general public 
frowned on the profession. It was not a “nice” career for ladies. Except for the 
dedicated few, only those who had no other means to fall back upon, joined the ranks of 
nursing. But ways and means had to be found, and the institution of a B.Sc. (Hons.) 
Nursing Course at the College of Nursing, Delhi, and another degree course offered 
at the School of Nursing, Vellore, proved valuable in encouraging a group of fine 
young women to join the first course this year. 


The flood gates of India swung open in 1947. The country attained Independence 
but was swamped with the responsibilities that freedom brought. India was standing 


* Health Survey and Development Committee Report—Vol. II (V) page 386. 
t Health Survey and Development Committee Report—Chapter XVIII page 386, para 101. 
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alone. The spotlight of the world turned on her . . . would she make the grade? 
How India weathered the terrific storm that followed the partition of the land, is 
something on which we often ponder. Here was a population of 350,000,000 people; 
millions of them sick and starving; many mentally and physically shattered and 
uprooted from their homes. There were lots of these homeless people to feed and 


shelter and the country’s services were strained to breaking point to cater to their 
even minimum needs. 


By 1950 we had the First Five Year Plan in our hands. This National Plan 
attempted to marshal the country’s resources, both human and material, and direct 
it toward grappling with the manifold problems in a systematic manner. The health 
provisions of the Plan are not all we would wish but it lays emphasis on the develop- 
ment of Public Health Services with the promotion of sanitation, forestalling and 
fighting of epidemics, and controlling of communicable diseases, etc. As in every 
other sphere, the health services needed trained personnel, equipment and money and 
our coffers were practically empty of all the three. Then came help from outside. 
Through the World Health Organisation and UNICEF were channelled expert per- 
sonnel as advisers, and supplies of equipment. The U.S.A., the Commonwealth 
Countries and other countries made valuable contributions of personnel and material. 
Soon Indian and International teams of medical, nursing and ancillary personnel 
were working side by side to stem the tide of such communicable diseases as tuber- 
culosis, malaria and venereal diseases while others worked in Maternal and Child 


Welfare Centres and hospitals. This good team work continues and is showing splen- 
did results today. 


The Second Five Year Plan comes into force in 1956 when it is anticipated that 
a budget double that of the First Plan will be available for health and education. 
There will be still larger provisions for carrying health into rural India . . . to our 
thousands of villages many of which have never seen a nurse. It is a real challenge 
to the nursing profession and the fact that Public Health is now being integrated 
into the basic nursing curriculum, demonstrates that nurses are preparing themselves 
to go out into the heart of India to serve its people. 


The Situation in 1955 
For a population of 375,000,000 there are approximately: 

29,793 Registered Nurses; 24,290 Registered Midwives; 1,000 Health Visitors 
and between 50 and 75 Public Health Nurses; 64,000 Medical Practitioners, 
including Licentiates. 

The minimum needs are: 

700,000 Nurses; 87,000 Midwives; 70,000 Public Health Nurses or Health 
Visitors. 

In defence of Indian women I must set down that there are more young women 
of good social standing and with the required education, coming forward than hospi- 
tals can “ employ ” or accommodate. 


Post-Certificate Courses Available 
Teaching and Nursing Administration 
Public Health . 
Tuberculosis Nursing One Academic Year 
Psychiatric Nursing 
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Since 1952, short term courses have been sponsored by the Government of 
India for Matrons, Sister Tutors, Ward Sisters, Sisters and Pediatric Nurses. A few 
of the States have arranged refresher courses for Health Visitors, Ward Sisters and 
others. WHO provided a considerable number of Fellowships to support many attend- 
ing these courses. These short term courses meet an immediate need until such time 
as greater educational facilities are available. 


In addition to nursing education available in India, many nurses are being sent 
abroad, under scholarships provided by the Government and several International 
agencies, for post-certificate courses in Nursing Education, Administration, Public 
Health, advanced degree courses and, more recently, for clinical experience in various 


fields. 


Looking back nursing can be said to have made very definite progress during 
the past twelve years. Nurses today are, in the majority of our States, better housed, 
reasonably well paid and greater attention is given to their living and health con- 
ditions. Most of the schools of nursing have at least one sister tutor. The basic curricu- 


lum has been raised to a high standard and the minimum educational requirements for 
admission is matriculation. 


There is still much leeway to make up but I believe that we may look forward 
with confidence to the future. 


References: 1. Health Survey and Development Committee. Report—Volume I. 
2. Health Survey and Development Committee, Report—Volume II. 
3. Health Survey and Development Committee. Report—Volume III. 
4. Report of the Nursing Committee to review conditions of service, emoluments, etc., 
of the Nursing Profession, Government of India, Ministry of Health, 1955. 





International Co-Operation for the Handicapped 
by 
DONALD V. WILSON, M.A., L.L.B. 
Secretary General of the International Society for the Welfare of Cripples 


In recent years, the world has seen stirring developments in the evolution of 
health and welfare programmes for the physically handicapped. There has been a 
rapid joining together of international, national and local organizations similar in 
concept to the International Council of Nurses, whose common objectives are cutting 
across national boundaries toward the establishment and advancement of services to 
the disabled everywhere. This notable record of shared social progress has been and 
will continue to be built on the understanding and co-operation of a multiplicity of 
professional groups—doctors, nurses, social workers, therapists, educators—synchro- 
nised in a well-rounded defence against all crippling illness abroad in the world. 


In the field of phsyical rehabilitation, as in other social service fields, progress 
towards international objectives begins naturally on the local level. The realisation 
by any local planning group that the fundamental problems it will face can be attacked 
with the acquired wisdom and skill of professional leaders functioning throughout 
the world community is a strong incentive to launch or expand a fledgling project. 
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There are now many international organizations, both governmental and voluntary, 
whose total experience in rehabilitation services can be enlisted by any far flung local 
unit concerned with the development of similar services and resources for the handi- 
capped. Indeed, it has been the voluntary organizations chiefly who have always taken 
the initiative in laying the foundations for integrated programmes for the physically 
handicapped. Today’s discernible progress towards international goals in rehabilita- 
tion has its roots surely in the pioneering spirit of voluntary enterprise. 


Among the major international agencies engaged in work for the disabled are 
the United Nations (UN), The World Health Organization (WHO), the International 
Labour Organization (ILO), the United Nations Educational, Scientific and Cultural 
Organization (UNESCO), and the United Nations International Children’s Emergency 
Fund (UNICEF). Each represents a vital and practical aspect of world rehabilitation. 


THe Unttep Nations PROGRAMME 


The United Nations co-ordinated international programme for the rehabilitation 
of the physically handicapped has evolved over a period of years. Very early in their 
development, the United Nations and several of the specialised agencies recognised 
the urgent need to do something about the problem of physical disability and rehabili- 
tation. These problems were among the first to be given special attention by the 
Economic and Social Council when the activities of the United Nations in the field of 
social welfare were initiated. At its first session in 1946, the General Assembly of the 
United Nations, on the recommendation of the Council, established the programme 


of Advisory Social Welfare Services under Resolution 58 (1), which specifically men- 
tioned services for the handicapped as an area in which expert advice, demonstration 
and technical equipment should be made available to governments. 


The basis for the present programme is a resolution adopted in 1950 by the 
Economic and Social Council of the United Nations which provides for co-operative 
efforts on the part of the United Nations and other governmental and voluntary inter- 
national organizations. The basic resolution establishing this programme specifically 
requests the Secretary General of the United Nations “to plan jointly with the speci- 
alised agencies and in consultation with the interested non-governmental organizations, 


a well co-ordinated programme for the rehabilitation of the physically handicapped 
persons.” 


Today efforts to meet problems of disability are being extended even further by 
the United Nations because the impact of physical and mental ability upon society 
is both greater and more widely recognised than ever before. The comprehensive ser- 
vices of the United Nations are being provided on request from individual govern- 
ments with particular consideration being given to related assistance being provided 
by other international organizations. An important phase of the general United 
Nations programme of co-operation carried on at the international level is the pro- 
vision of a substantial number of fellowships which enable persons engaged in work 
for the disabled to study rehabilitation services in countries other than their own. 
The United Nations has assumed a focal position in the implementation of service 
for the physically handicapped in that it is responsible for the co-ordination of the 
activites of all participating agencies. 
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THe Worip HEALTH ORGANIZATION 

The programme of the World Health Organization is well known to all members 
of the International Council of Nurses; its programme has been especially effective 
in the prevention of disability, through campaigns against many infectious diseases. 
By means of training fellowships, the assignment of expert consultants and the spon- 
soring of technical meetings, the WHO has done much to advance the level of medical 
rehabilitation in many areas of the world. 


A joint Expert Committee on the Physically Handicapped Child was established 
by the WHO in 1951. Organized with the participation of the United Nations, the 
International Labour Organization and UNESCO, the Committee held its first session 
in Geneva in December, 1951. The participating agencies selected twelve experts 
from several countries and various professions including education, medicine and 
social work. The Committee’s report emphasises that the central problem is to bring 
the necessary professional services and facilities to the handicapped child, without 
disturbing the equilibrium of normal growth and development. The integration of 
services—medical, educational, social and vocational—is considered a basic pre- 
requisite of adequate care, and the need to relate programmes for handicapped 
children to services provided for the community as a whole is stressed. 


THE INTERNATIONAL LABOUR ORGANIZATION 


The International Labour Organization has in recent years given specific atten- 
tion to the development of an international recommendation concerning Vocational 
Rehabilitation of the Disabled. This recommendation was adopted at the thirty-eighth 
session of the International Labour Conference held in Geneva this year. The drafting 
of these international regulations followed study of existing national laws and practices 
and was based on information provided by practically all the governments of the 
world in response to a questionnaire prepared by the ILO. The completed Recom- 
mendation adopted by the ILO will serve as the basis for further expansion of inter- 
national vocational programmes for the disabled. 


In essence it urged: continuous and co-ordinated national programmes for voca- 
tional rehabilitation, research designed to demonstrate working capacities of the 
disabled, measures be taken in close co-operation with employers and trade unions 
to promote “maximum opportunities” for physically handicapped, such as inter- 
views, medical examinations, aptitude tests, sheltered workshops, vocational guidance, 
and education of the public. 


THE UNITED NATIONS INTERNATIONAL CHILDREN’S EMERGENCY FUND 
The United Nations International Children’s Emergency Fund (UNICEF) has 


made heavy contributions in the prevention and treatment of physical disability among 
children in economically under-developed countries. 


Since its inception, UNICEF has extended aid to tens of millions of children in 
107 countries and territories, through mass campaigns against tuberculosis, yaws, 
trachoma and malaria, and work in the development of maternal and child health 
centres in remote areas. Fellowships and scholarships provided by UNICEF have 
enabled many to secure training in services for handicapped children. Technical 
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guidance in the planning and execution of UNICEF activities is provided by the World 
Health Organization. 


The fund has also provided supplies and equipment to aid in the development of 
pilot services for physically disabled children. For example, in Austria, surgical, 
orthopaedic, physical therapy and other equipment was provided to several needy 
institutions. Similar help has been given recently to hospitals and rehabilitation centres 
for children in Japan, Israel and Lebanon. 


CONFERENCE OF WORLD ORGANIZATIONS 


There are also a large number of voluntary international organizations with an 
interest in the problems of the physically and mentally handicapped. Together with 
their national and local affiliated groups, they are carrying on programmes which aim 
to benefit the sick and disabled. In order to bring about greater co-operation between 
these related international bodies, action was taken in 195] to bring them together 
in conference. The resolution of the Economic and Social Council of the United 
Nations established that the UN Secretary General should “plan jointly with the 
specialised agencies and in consultation with the interested non-governmental organi- 
zations a well co-ordinated programme for the rehabilitation of physically handi- 
capped persons.” The purposes of the Conference, in substance, were to assist the 
United Nations and the Specialised Agencies in their rehabilitation programme, to 
provide liaison between the non-governmental organizations and the United Nations 
and Specialised Agencies, and to develop co-operation among the non-governmental 
organizations. The first result of this resolution was the Conference of World Organi- 
zations Interested in the Handicapped. It was held at the Palais des Nations in 
Geneva in October, 1951, and subsequent conferences were held in New York in 
February, 1953 and again in Geneva in September, 1954. It is expected that the next 
meeting of the Conference will be held at the headquarters of the United Nations in 
New York early in 1956. 


Presently there are twenty-four international organizations which are members 
of the Conference. Included are: International Council of Nurses, Boy Scout’s Inter- 
national Bureau, International Confederation of Free Trade Unions, International 
Council of Social Work, International Union Against Tuberculosis, World Association 
of Girl Guides and Girl Scouts, World Confederation for Physical Therapy, World 
Federation for Mental Health, World Federation of Occupational Therapists, World 
Veterans Federation. 


THE INTERNATIONAL SOCIETY FOR THE WELFARE OF CRIPPLES 


The International Society for the Welfare of Cripples is one of many voluntary 
organizations working in the field of world wide rehabilitation. It is a federation of 
national, non-governmental organizations in 30 countries maintaining liaison with each 
other for the inauguration and development of programmes for physically handi- 
capped children and adults. Broad in scope, the purposes of the Society embrace: 
the compilation and distribution of information concerning services for all the physi- 
cally disabled other than the blind and deaf; the encouragement of measures for the 
prevention of physical disability; assistance in the establishment of national voluntary 
organizations in this field; the holding of international congresses; and aiding in the 
cultivation of public opinion throughout the world to increase services and oppor- 
tunities for the physically handicapped. 
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The ISWC holds a world-wide meeting once every three years. The Fifth World 
Congress of the Society was held in Stockholm in 1951. The Sixth World Congress at 
The Hague, Netherlands, in September, 1954, was attended by more than seven hun- 
dred persons from thirty-six countries. The theme of this last Congress, CHANGING 
ATTITUDES IN A CHANGING WORLD emphasised the basic importance of public 
opinion in the development of health and welfare programmes for the disabled throug- 
out the world. The Seventh World Congress of the ISWC will be held in London in 
July, 1957. 


As further part of its primary function, to carry forward rehabilitation instruc- 
tion and experience, an international film library was created in 1953 and now con- 
tains over 100 of the best films dealing with rehabilitation and related services. These 
films, provided by twelve different countries, are available for loan to persons and 
organizations anywhere in the world. Their use has increased interest in how films, 
more graphically than any other medium, can be used to secure professional know- 
ledge and inform the general public about the need for services and understanding 
for the disabled. ; 


For persons wishing to study or work with the rehabilitation facilities of other 
countries, the ISWC acts as a headquarters for a Personnel Exchange Service, pro- 
viding information concerning fellowships, opportunities for international study, 
guidance in planning itineraries, and arrangements for appropriate contacts. 


Recently, the ISWC, in co-operation with the Danish Society and Home for 
Cripples, established an International Prosthetics Information Centre in Copenhagen. 
It is expected that the Centre will fill a long recognised need for the international 
exchange of information concerning artificial limbs and braces. 


To promote effective measures in the co-ordination of world-wide services for 
the disabled, the ISWC has consultative status with the United Nations Economic and 
Social Council and the United Nations International Children’s Emergency Fund 
(UNICEF) as well as official relations with the World Health Organization. A co- 
operative relationship is also maintained with other international governmental and 
voluntary agencies such as the International Labour Organization and UNESCO. 


As another part of its Rehabilitation Information Service, the Society has launched 
a programme of translation of significant technical and scientific articles on services to 
the handicapped, appearing originally in English, into Spanish, French and other 
languages. These translations, made possible by a grant from the Gustavus and 
Louise Pfeiffer Research Foundation in New York, will be printed and made available 
to voluntary groups, medical personnel, government officials and professional journals 
in the nations using such languages. It is hoped that this translation programme will 
represent a step forward in the dissemination of important information down to 
“ grass roots ” rehabilitation levels. 


INTERNATIONAL CONGRESSES AND CONFERENCES 


Another indication of the heightened interest in international co-operation in the 
development of rehabilitation programmes is the ever-increasing number of inter- 
national meetings being held to consider some aspect of rehabilitation service. 
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The First International Congress of the World Federation for Physical Therapy 
was held in London in September, 1953. The second will be held in New York in 
June, 1956. 


The World Federation of Occupational Therapists held their first meeting in 
Edinburgh in August, 1954. 


The first meeting of the International Congress of Physical Medicine was held 
in London in July, 1952. The second Congress of this group will be held in Copen- 
hagen in August, 1956. 


The International Poliomyelitis Conference first met in New York in 1948, with 
subsequent meetings held in Copenhagen 1951 and Rome in 1954. 


The International Union for Child Welfare has also given consideration to the 
problems of handicapped children, particularly at Child Welfare Conferences held 
in India in 1952 and Yugoslavia in 1954. 


CONCLUSION 


In every corner of the world there is an urgent need for better understanding of 
the problems of disability, for more adequate services, and especially for closer 
co-ordination and participation of the wide variety of organizations in professional 
fields related to the care of the crippled. The manifold problems of the person with 
a physical handicap cannot be solved without effective co-ordination of all available 
services. In any physical rehabilitation venture, the doctor, nurse, therapist, teacher, 
social worker and vocationa! placement expert must in effect aim at a partnership of 
interest. Only by working in unison can a more total rehabilitation science be 
developed. Such mutual co-operation, involving a synthesis of many professional 
contributions, is the indispensable key to a successful rehabilitation process anywhere. 


Similarly, it is the present responsibility of the internationally organized health 
and welfare organizations to encourage and facilitate the tangible sharing among all 
nations of the best knowledge and techniques so far developed on the local level. It 
is hoped that by slowly applying this professional knowledge to the welfare of the 
disabled individual in other countries, we will eventually establish broader long-range 
programmes of rehabilitation in those countries and in this way help bridge the 
political and cultural barriers existing between them. The wonders of restorative 
medicine speak a universal language. Many of these wonders have been brought to 
the earth’s farthest reaches by international governmental organizations and voluntary 
groups, but only a beginning has been made. Much more remains to be done for the 
common good of the world’s physically handicapped, and the total pattern of global 
co-operation still rests on the combined efforts of voluntary organizations like the 
International Council of Nurses. 


INTERNATIONAL PUBLICATIONS AVAILABLE 


A growing body of literature in the field of services for the physically handi- 
capped, written from the international viewpoint, has been developed in recent years. 
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Among the most recent of these publications are the following: 


International Society for the Welfare of Cripples. The Disabled in the Modern 
World. Proceedings of the Fifth World Congress of the International Society for 
the Welfare of Cripples, Stockholm 1951. Available from the ISWC, 701 First 
Avenue, New York 17, N.Y. Price: $3.00 (U.S.). 


International Society for the Welfare of Cripples. Changing Attitudes Toward 
the Disabled. Proceedings of the Sixth World Congress of the International Society 
for the Welfare of Cripples, The Hague 1954. Available from the ISWC, 701 First 
Avenue, New York 17, N.Y. Price: $3.00 (U.S.). 


World Confederation for Physical Therapy. Proceedings of First Congress, 
London 1953. Available from the ISWC, 701 First Avenue, New York 17, N.Y. 
Price: $2.50 (U.S.). 


World Federation of Occupational Therapists. Proceedings of the First Inter- 
national Congress, Edinburgh 1954. Available from the ISWC, 701 First Avenue, 
New York 17, N.Y. Price: $1.00 (U.S.). 


International Union for Child Welfare. Child Welfare in Relation to the Family. 
World Child Welfare Congress, Zagreb (Yugoslavia) 1954. Price: $2.00 (U.S.). 


United Nations Conference of Experts on Physically Handicapped Children for 
Countries of South-east Asia. Jamshedpur, India 1950. TAA Conference and 
Seminar Series X, No. 1. Available from Sales Agents for United Nations publi- 
cations. Price: $.60 (U.S.). 


United Nations. Modern Methods of Rehabilitation of the Adult Disabled. 
Report of a Group-Training Course organized by the United Nations with the co- 
operation of the World Health Organization and the International Labour 
Organization, held in Sweden, Finland and Denmark, 1952. Available from Sales 
Agents for United Nations publications. Price: $1.25 (U.S.). 


United Nations. Services for the Physically Handicapped. Dept. of Social 
Affairs, 1954. Available in English, French, Spanish from: Sales Section, United 
Nations Office, Palais des Nations, Geneva, Switzerland. Price: 1/9, $.25, Sw. Fr. 1.00. 


United Nations. Rehabilitation of the Handicapped. Social Welfare Infor- 
mation Series, Special Issue. United Nations, September 1953. 


World Health Organization. Joint Expert Committee on the Physically Handi- 
capped Child. First Report. WHO Technical Report Series No. 58. Available from 
WHO Sales Agents, Palais des Nations, Geneva, Switzerland. Price: 1/6, $0.20 (U.S.), 
Sw. Fr. 0.80. 
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Social Science and Patterns of Interpersonal 


Relationships in Hospital Practice* 
Submitted by 
LEO. W. SIMMONS 
Department of Sociology, Yale University 


The invitation to write this paper represents new and growing ties between a 
very old professional service and a relatively young science. The care of the sick is 
certainly among the oldest professions, and sociology is still something of a new- 
comer amongst the sciences. 


In the history of human relations, the functions of the healer or physician in the 
care of sick persons have almost matched in responsibility those of the father in 
support of dependent children. Also, in recent times, the place of the nurse at the 
bedside of the patient is as well recognized and respected as the place of the mother 
beside the cradle. Thus the role of doctor and nurse are nearly as firmly established 
in our society as are the positions of father and mother. 


Medical and nursing care were first recognized as arts in human relations, and 
long before the sciences had attained any substantial status. Even the beloved horse- 
and-buggy physicians of our recent past were not much as scientists. Neither were 
the founders of our modern nursing services. Both, however, qualified splendidly in 
the “ arts of human welfare.” 


With the flowering of the physical sciences, medicine formed a close alliance 
with one after another of them. There followed a brilliant era of “ scientific medical 
care” on the physical plane and one that can be characterized by special concern for 
specific disease entities and their effects upon particular organs and tissues. Medicine 
achieved thereby a remarkable record of conquest and victory, especially over the 
communicable diseases. Nursing patterned its services along the same lines and with 
corresponding success. The hard core of this period of medical and nursing care was 
the dominant emphasis placed upon knowledge and control of the specifically physical 
and impersonal factors involved in illness. The prevailing viewpoint was that sick 
people are the “ hosts ” and the “ bearers” of a disease. The individuals who suffered 
the illness were largely depersonalized as “ patients ” or as “ cases” for the practical 
purposes of management and therapy. 


The uniquely personal and social variables involved were, not infrequently, 
ignored if possible; deplored as “ intangibles” if they could not be ‘ignored; or at- 
tempts were made to “ control” them by the folk-patterned skills and the traditional 
arts of medical care, as, for example, by physician’s “ orders” and the “ bedside 
manners.” The physician and the nurse assumed the authoritarian roles of parental 
figures to the patient and “took over.” Some of the other parental roles may have 
been less strongly emphasized, however. It was in such a context that modern institu- 
tionalized medical care reached a full flowering, especially in our hospitals. 


*This paper was first prepared for and presented in lecture form to the Interagency Institute for 
Federal Hospital Administrators, Armed Forces Institute of Pathology, Walter Reed Army Medical 
Center, Washington, D.C., April 22, 1955. Gratitude is expressed to Col. Byron L. Steger, the 
director, for encouragement in its preparation. 
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The peak of the medico-nursing era described above seems to have been passed 
with the victories won over the communicable diseases and the acute stages in illness. 
Now medical emphasis is being placed on ailments with more complex origins, with 
more pronounced personal and social involvements, and with slower and more sub- 
jective processes in their development and recovery. Thus, far more concern is now 
being shown for the sick persons and their patterns of adaptations to the stress-laden 
situations that are related to their illness. Furthermore, our medical-care programs 
are being devised with long-term, preventive, supportive, and rehabilitative provisions 
that far surpass the previous ones, and which involve an expanding range of crucial 
factors in human welfare. 


The recognition of the significance of the person’s particular patterns of reaction 
to the environmental pressures around him, and the bearing of these factors upon 
his health, is now pervading medical-care programs. For the future of medical care, 
this is, in a sense, like “ new wine in old wine skins.” It constitutes a new medical 
and nursing challenge that leads directly to the social sciences. Even as our folk 
medicine turned to science as soon as it had significant contributions to make on the 
physical plane, so now modern medicine is turning to science on the psychological 
and social levels. And in the quest for new knowledge in the care of patients 
persons, and as members of groups, the American nurses presently seem to be very 
much in the vanguard. 


Alliances directed toward the social sciences were first formed between medicine 
and clinical psychology on the one hand and social work on the other. These develop- 
ments served, for awhile, as practical “ bridges” between medicine and the other 
social science disciplines. Soon, however, some fifty or more social scientists in 
America without connections with clinical psychology or social work were engaged 
in some form of active participation in medical-care programs either in research or 
in teaching and consultation. These have come largely from anthropology, sociology, 
and social psychology and have brought with them concepts and skills developed in 
their respective disciplines; and they have found within the medical programs some- 
thing like “ natural laboratories ” for the testing of their ideas. So far, these attempts 
at collaboration have been very encouraging. 


It was the good fortune of the present writer to be among the “ first of the fifty ” 
from social science to join forces with medicine on the basis of a long-term profes- 
sional career—holding for eighteen years now joint appointments on faculties of 
social science and medicine or nursing, and usually all three. Thus, perhaps the best 
things that can be shared here with medical and nursing personnel is something of 
our social science perspective on medical interpersonal relations and a report on 
tentative findings with respect to organized medical care in its present stage of 
development, especially in our hospital settings. 


A Social Science Perspective 


A basic postulate of the behavioral sciences is that a person’s conduct, including 
his thoughts and feelings, are subject to systematic study and plausible explanations 
in the light of antecedent factors. For scientific purposes, we cannot assume caprice 
in man’s reactions on the grounds that it is “ human nature” and therefore a product 
of indifference, accident, wilfullness, or plain “ cussedness.” Such an accusation has 
no place in the scientific approach. 
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In the physical sciences, this principle of natural causation, or the assumption of 
regularities in all phenomenal processes has become well established. Likewise, our 
chief postulate in the social sciences is that people, too, are “ pieces of the earth” 
and subject, along with other bodies, to what we call “ natural processes ” that reveal 
repetitive and perhaps predictive patterns of behavior. 


To put the matter more concretely, when we enter a hospital we begin looking 
for the underlying regularities wherever we can find them; even in hectic clinical 
activities. We have to assume that it is possible to look behind, around, and into the 
context of specific events for sets of forces and circumstances that will account for 
the behavior, whether it be that of a frustrated supervisor, a hurried and harried 
head nurse, a forgetful floor nurse, an indifferent orderly or an uncooperative patient. 


It is so easy to subscribe to this in speech, and to forget it in practice, that there 
is need for repetition with emphasis. The basic postulate of behaviorism is the same, 
essentially, whether the event under study happens to be a stone rolling downhill, an 
organ acting up in a human body, a germ infesting an organism, a staff feud on a 
hospital floor, or apathy on the part of a community with respect to a new health 
program. 


Almost dead now is the folklorish conviction that the relationships and behavio- 
ral patterns of people cannot be studied and plotted systemically. We now suspect 
that regularities underline all our reactions and relationships. Thus a major scientific 
pitfall in our study of people in interaction is to begin blaming them and to slip off 
our scientific postulate into philosophic animism. 


This major assumption to which we are committed does not imply that we expect 
very soon and very fully to understand anybody’s complete behavior. The question 
of human motivation is still a major mystery; and a challenging paradox lies in 
the fact that the more capable we become the more perplexing appears the problem. 
Indeed, it is no exaggeration to say that never before have so many intelligent and 
informed people sensed as strongly as now the danger that their own lives, especially 
in interpersonal relationships, may be caught up and carried along against their own 
best interest and perhaps towards others’ harm. Even the most intelligent have very 
good reason to be fearful of the present forces that move them, both individually 
and collectively. It quite justifiably calls for “conferences at the summit.” 


With the tug of these poorly comprehended forces pulling us to and fro, it would 
seem that the more we learn about matter, the less secure we feel about the world of 
men. Let us hope that it will turn out to our advantage that we are becoming so 
candid and realistic about our ignorance of each other and the how and why of our 
behavior. It certainly looks as if in the lowly as well as the high places in life, it is 
now knowledge of man more than of matter that is our most urgent scientific problem. 
We are thus in sore need of a behavioral science to cope with our physical sciences, 
and perhaps not the least in our health care programs. 


When we abandon our folk superstition that human nature and the behavior of 
people are capricious and incomprehensible, we commit ourselves to an objective and 
systematic search for the underlying regularities and the independent variables. We 
begin a long quest for the repetitive patterns in human relations. Here two broad 
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fields of exploration lie open for us: the concepts of the inborn and the built-in 
patterns, and the relationships of these two to each other. 


The first field leads into formulations of instinct-determined forms of behavior 
and the second leads to formulations of learning or conditioning. It is now conceded 
in scientific circles that the concept of inborn patterns provides the major key to 
understanding the behavior of many of the lower species of life, especially the insects, 
such as ants and bees; and that the concept of built-in, learned or conditioned, patterns 
of behavior gives us the master key to the knowledge of how people behave, especially 
in interpersonal reactions. There is relatively little argument about this major decision 
any more. Granted a base in biological capacities, we look to conditioning as our 
best key to knowledge. 


Thus, when we observe people behaving in medical-care situations; that is, when 
we note their actions, listen to their expression of thoughts, and try to feel their 
attitudes with them, what constants can we formulate? We believe there are two 
primary ones. In social science we generally call them structures of relationships 


and forms of behavior. Perhaps better terms for them are organizational systems and 
culture norms. 


With this premise, we immediately begin to look for what we have come to regard 
as the universal elements or variables in social organization or structure. 


A simple analysis of these variables would include (1) individual differences 
in capacity which are either innate or acquired; (2) some specialization as an out- 
growth of these differences; (3) lines of dominance or potential “ pecking orders ” 
also as a consequence of the differences; (4) forms of cooperative activities made 
possible and assured on the basis of instinctive, coercive or voluntary responses of 
the individual members; (5) stations or positions held by individual members as a 
consequence of the system; (6) and performance of behavior corresponding more-or- 
less with the stations held. This last we have come to call “role determined ” be- 
havoir or expectations of behavior. So much, in brief, for structure 


The concept of culture is the key constant, or independent variable, in the expec- 
tations of behavior as related to the total structured system, the position of the particu- 
lar members of the organized group, and with respect to role performance. This 
concept of culture is as important to the principle of socially built-in patterns of 
behavior as is the concept of instinct for the inborn patterns of response. Its scientific 
formulation and refinements have been regarded as major social science discoveries 


of the past century. All modern social science theory makes of it a sort of keystone 
to their formulations. 


Man’s uniqueness among living creatures can be summed up very well in the 
claim that he is, above all others, a culture-building, a culture-bred, and a culture- 
bearing creature. It is his culture that stabilizes for him the relatively instinct-free 
and amazingly modifiability of his behavior patterns. To an, as yet, immeasurable 
degree, the behavior of men and women (their acts, thoughts, and feelings) are 
culture determined. Thus, for the underlying regularities in group-structured human 
behavior, look first and foremost to the cultural patterns that characterize the group. 
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How can we define and analyze culture simply and for our purposes and yet in 
a technical sense as used by the experts? Culture is the learned, shared and trans- 
mitted patterns of behavior that involve acting, thinking, and feeling. These culture 
patterns of performance, or social patterns of expectation for the individual within 
a given organized group, may impinge upon and influence him under varying levels 
of social pressure from the conventionalized customs, technically known as folkways 
and mores, up through laws, and by means of moral or ethical codes. Their enforce- 
ment may be enhanced, or even policed, by associates of varying statuses such as 
subordinates, peers, superordinates; they may be further censored by the believed-in 
supernatural agents; and they may be more stringently enforced by self-imposed 


restraints and compulsions with histories of their own that may be traced back through 
the past experiences of the individual. 


In short, the social science point of view is that human behavior in interpersonal 
relationships follow regularities that may be understood and anticipated to substan- 
tial degrees within structured frames of reference and with sufficient knowledge of the 
relevant cultural norms and previous personal conditioning. 


For the study of interpersonal reactions in concrete and highly organized 
situations like hospitals, it is generally helpful to bring together the dual concepts of 
structure and culture under a formulation of institutions. A brief definition of an 
institution is an organization of personnel and apparatus to accomplish specified tasks 
in prescribed ways. A hospital is a very good example. 


The critical variables in institutions are recognized to be six: (1) charter, 
(2) personnel and their composition, (3) norms and rules of performance, (4) material 
apparatus, (5) specific activities, (6) the results and their correspondence to the pur- 
poses expressed in the charter. All this embodies an organized system of purposeful 
activities, which is another short-hand definition for institutions. Look what the con- 
cept of institution does for us: It brings together under one frame of reference the 
concepts of groups, their structures, and their cultural determinisms of behavior. 


These six variables deserve some brief and clarifying comments. The charter 
represents the set of values or goals, along with the rationalizations, for the pursuit 
of which the members of the group have organized or entered organizations already 
existing. In the hospital this is found in the front office in the statement of objectives 
and policies. The personnel constitutes the membership of the group organized along 
lines of authority, divisions of operations, and distribution of privileges and duties. 
The rules and norms (including techniques) cover the skills and practices and the 
regulations accepted by or imposed upon the members. The organization of personnel 
and rules are derived from and contigent upon the charter. Important throughout is 
the fact that the organization is based upon and related to the material environment 
and apparatus. The distinction between activities and rules is, of course, clear and 
precise. The activities are embodied in actual behavior, while the rules represent the 
prescribed performance and are manifested in precepts, texts, and regulations— 
procedure books. Finally we have the functions or results of the activities which must 
be distinguished from the purposes expressed in the charter. 


With a perspective like this, identifiable variables appear which can be studied 
from institution to institution, and on a comparative basis. Moreover, such a frame of 
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reference provides for a systematic, standardized, and productive approach to the 
study of role performance in any identifiable institution and for a comparative an- 
alysis of the findings. In hospital settings it serves equally well for studies of the 
behavior of the patient, the aide or attendant, the nurse in her several stations, the 
intern, the attending physician, and the administrator or his lieutenants. This present 
report is based primarily on studies in three hospitals: one large and prominent 
medical center, one small and excellent general hospital, and one large veteran’s hos- 
pital for the mentally ill. For the rest of the paper, some of our findings will be 
described briefly. 


TENTATIVE FINDINGS 


1. The modern hospital, as an institution, has created for itself a culture in sharp 
contrast to the culture of the general community which it serves. This appears to be 
especially true of the large and long-established hospitals. For those of us outside 
looking in, and to some degree for those who stay long within and look out, the 
threshold of the hospital has become a significant dividing line between two somewhat 
different ways of life. To cross over from one to the other, after a long stay in either, 
is something like entering a new culture with different sets of norms, values. con- 
ventions, routines and prescribed practices and standards of performance. The contrast 
between principles of democracy on the outside and autocracy on the inside is enough 
in itself to jolt some of us out of our accustomed habits of thought, action, and feeling. 
If we cross in as patients, even our natural bodily functions are expected to make quick 
adaptations to new routines. Decisions are taken largely out of our hands. In whatever 
category we cross the threshold into the hospital, it is quite imperative that we become 
as soon as possible “to the manner and the role bred.” 


This observation of the “ pecking order ” in the hospital can be documented with 
copious personal testimony from almost any category of personnel, but on ward 
services the patient is usually at the “bottom of the totem pole.” One patient, 
the father of an able and prominent physician, said to his son after a period of 
hospitalization in a highly rated institution where he received excellent technical care, 
“I was glad to get out. A hospital is no place for a sick man. When you are there, you 
should be able to defend yourself.” The patient and his relatives, of course, generally 
cross over into the newly, highly charged culture under conditions of more than usual 
emotional vulnerability. The cultural formulations are very revealing here, and we 
could go on with examples and emphasis on contrasts between home and hospital if 
there were any need to do so.’ There is great need for a thorough study and analysis 
of hospital culture in contrast to the social milieu within which it exists. 


2. A second surprising observation, especially to one with the background and 
perspective described above, has been the widespread practice of placing blame on 
persons for failure in expected performance. There appears to be the sharpest contrast 
between efforts to understand and adjust to or make allowance for a badly behaving 
heart or other organ of the body and directing blame toward particular persons, some- 
1 Simmons, L. W., and H. G. Wolff, Social Science in Medicine, Russell Sage Foundation, New 

York, 1955. Wessen, A. F., The Social Structure of a Modern Hospital, Department of Sociology, 


Yale University, 1950, Unpublished Ph.D. dissertation. Rubington, Earl, Psychiatric Aides, 
Department of Sociology, Yale University, 1955, Unpublished Ph.D. Dissertation. 


2 See Simmons, L. W., “The Manipulation of Human Resources in Nursing Care,” Amer. J. of 
Nursing, Vol. 51, July, 1951. 
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times the same person who possesses the disorderly heart. Of all categories of hospital 
personnel, it would seem that nurses excel in their almost continuous fear or dread 
of being singled out with an accusing finger. A common refrain by nurses to a call to 
the office has been, “What have I done now?” And they, too, appear to be adept at 
“ pinning on blame,” and not infrequently on the patients. An observer early learns 
that the label “ uncooperative patient ” carries a dangerous as well as a misleading 
concept. One nurse reported of a patient, “‘ He was uncooperative, even on the day 
of his death.” Well! A physician in an administrative role in a large veteran’s hospital 
said to the writer, “ Our nurses are good to us, but they can be very cruel to each 
other.” Physicians and other staff members, however, are usually not free of this pitfall 
when it comes to the behavior of persons instead of organs. Indeed, it seems difficult 
to find hospital personnel who can look upon interpersonal behavior with the same 
detachment and scientific perspective that they bring to physical phenomena. From 
a social science perspective, one is tempted to hypothecate that before an objective and 
systematic approach can prevail in the problems of interpersonal reactions in illness 
and therapy it will be necessary for the key personnel to undergo a kind of “ brain- 


washing” to free their minds of animistic, folk-lorish habits of blame and 
recrimination. 


3. Our third finding came as something of a surprise. The hospital is not a simon-pure 
institution in the sense that has been described above. To be sure, it claims to be such 
in name, in the appearance which it makes before the public, in the official announce- 
ments of its charter of purposes and policies, and, above all, in the minds of its public 
relations personnel. Also to the patient and the relatives of the patient who enter 


the front door, more-or-less under surveillance, it seems like a single and formidable 
institution. 


A studied conclusion to date, however, is that the modern hospital is, in fact, 
a rather loosely-knit, flexible, and changing aggregate of several institutions or sub- 
institutions which actually possess and operate under different and often conflicting 
charters. These sub-charter differences can manifest themselves in sharp cleavages 
between different sets of categories of personnel and with the main loyalties linked to 
the sub-charter principles rather than the over-all and publicised ones. Thus, in the 
light of the general and front-office charter, the behavior of a particular person may 
appear either incomprehensible or contemptible or both, but in the light of the sub- 
charter to which the individual subscribes intellectually and emotionally it may be 
easily understood and attributed to superior loyalty. Of course this same behavior 


may be even less understandable to others in the light of their own sub-charter 
commitments. 


Permit the naming of a few sub-charter cleavages in hospital structure and cul- 
ture. These sharp differences exist along both perpendicular and horizontal lines. The 
perpendicular cleavages cut down between administration, medical services, and the 
nursing services. There are also sharp inter-departmental differences, such as between 
surgery and psychiatry for example. These differences which may reach sub-charter 
formulations are often reflected in seating patterns and table conversation in dining 


halls. 


On the horizontal axis, as one looks across the hospital system, charter differences 
are also marked off, somewhat like the lines in a layer cake, and with corresponding 
E 
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loyalties to different charter strata. This criss-cross charter cleavage catches almost 
every individual in the system, marks him (usually with a uniform), and sets in oper- 
ation forces within the structure and through the culture of the institution to influence 
his ways of thinking, feeling and behaving. A simplified formula for much of the 
behavior observed in him could be expressed and understood as role performance to 
sub-charter commitments, 


This principle may be illustrated from the field of family interactions. Why does 
the mother-in-law behave as “ badly ” as so many people imply? And this is an almost 
world-wide phenomenon. The key lies in the shift of charter loyalties and per- 
spectives. When one stops to think it out, all the dreadful mother-in-laws were once the 
lovable brides. Likewise, it can be discovered also that many of the dreadful supervisors 
were once superior floor nurses. They are the same persons perceived from and 
behaving under different charter referents. 


This concept of the intervening or sub-charter commitments appears indispen- 
sable to a systematic and objective study of interaction patterns in hospital practice. 
It also helps to explain how difficult it has been to achieve anything like genuine and 
fully developed “ team ” practice in our contemporary hospitals. 


After a three-day conference on social science principles in hospital practice, 


the President of the American Hospital Association quotes a statement in the house: 


organ for February, 1955: “ Hospitals are loosely integrated institutions made up 
of semi-autonomous professional groups, highly individualistic, highly motivated, 
jealous of their status and loyal to the charter or ethics of their profession.” He adds, 
“I believe that we cannot escape the conclusion that the hospital is only a loosely- 
knit organization as far as the professional groups are concerned. Knit together by 
informal arrangements, committees, treaties, and common interest.” The problem 
is, of course, more than one of escaping the fact, it is one of understanding the 
relationships and the dynamics involved in such a context. 


4. This quotation leads, however, to a fourth significant finding which is no surprise 
at all to social science. It is the need to discriminate systematically between the 
formalized and prescribed patterns of interaction and the informal patterns which 
arise and grow up out of the experiences of daily practice. It is easy to note that 
in the hospital, as elsewhere, these informal, conventionalized commitments and 
prescriptions for getting on with others and getting the job done can be identified 
and classified with substantial precision and that they are very revealing in the 
explanations of human behaviour, especially in the structured relationships. This 
is essentially the refined cultural approach of our modern anthropologists. 


Perhaps the phenomenon of the informal cultural pattern should be illustrated 
out of familiar hospital experiences. A physician was one day observed pains- 
takingly showing a medical student each formalized step in a complicated gynecolo- 
gical procedure. A few days later the student was watching the physician in his 
clinical practice. The relationship between the two was easy enough that before 
long the student said to the physician, out of hearing by the patient; “Sir, you did 
not do that as you have told me to do it.” The physician answered: “That’s right, 
but until you have learned thoroughly the formal way, you had better not try the 
informal.” In a talk with the head nurse later, she remarked criptly, “The top 
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doctors do just about as they please.” She was of course mistaken. They are skilful 
enough to resort to the informal patterns, which are about as clearly prescribed but 
more difficult to learn and operate wisely, even though they may be more advisedly 
used by able performers. 


The principle was also neatly illustrated by a group of nurses who were led 
to discuss methods and means of punishing a particularly “ unco-operative ” patient, 
presuming, of course, that they might be tempted to do so. It was rather quickly 
agreed that punishment could be made severe enough simply by carrying out to 
ultra perfection the doctor’s orders and supplementing them by all the details that 
may be picked out of the procedure books and perfected to fine sharp points. There 
is also, of course, the added advantage of a “ clean ” record. 


If space permitted, it would be instructive to report in some detail the effects 
of the informal patterns of behaviour in an instance of carefully planned and 
“directed culture change” in a veterans’ hospital for the mentally ill’ Only a 
summary account can be given of it here, however. 


A seventy-five hour training program was provided by the nursing staff for 
orderlies in order to make them over into “ psychiatric aides” somewhat skilled in 
progressive therapy along the lines of comprehensive care of patients as persons in 
group situations. The advantages appeared to be in favour of all concerned, includ- 
ing the aides. But they did not respond as expected and, indeed, resisted the program 
to impressive degrees. Why? 


A research man from the social sciences went to live with the aides for more 
than a year, worked along with them, and endeavoured to learn as fully as possible 
the informal patterns of conduct that seemed to determine their responses. His 
guiding concept was that the organized social behaviour of the aides in their work 
roles constituted an identifiable sub-culture pattern which, however informal and 
unofficial, carried considerable weight in the determination of their behavior. It was 
his theory that their informal sub-culture constituted their solutions to the problems 
faced by them daily in the exercise of their duties. 


In order to understand these informal, and perhaps compelling, patterns of 
performance, he saw the need to analyze “the unique social conditions” under 
which the aides worked, the ways they interpreted these conditions to one another, 
and their conventionalized adaptation to them. He found five critical factors that 
were viewed as major problems by the aides: (1) low. prestige, (2) mobility-blockage, 
(3) frequent association with deviants, (4) domination by females, (5) and subjection 
to “ directed culture change ” in their occupational roles. 


He then attempted to analyze the “culture pattern” of their work roles more 
precisely in terms of solutions to these problems. He was able to observe in the 
informal culture patterns by which they operated, especially in the crisis situations, 
four analytical variables: (1) their skills for dealing with their specific assignments, 
(2) their normative rules for adjusting to the social situations, (3) their self-image 


1 Rubington, Earl, Psychiatric Aides, Department of Sociology, Yale University, 1955, Unpublished 
Ph.D. dissertation. 
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as their “stable point of inner reference,” (4) and their ideology concerning their 


functions as a “stable outer frame of reverence” for them. Only some of the 
data on the latter two variables will be reported here in order further to illustrate the 
force of informal sub-culture dynamics in membership behavior. And for our purpose 
the order of the two will be reversed. 


The aides’ ideology, how they viewed their functions in the hospital system, 
constituted, of course, their informal but active charter. It explained their functions 
to themselves as well as cued and justified their performances. The examples will 
show up significant differences when contrasted with the official hospital charter. 
To begin with, the order of priorities in services to patients, as propounded by the 
hospital officials was reversed. While the hospital officially held that its functions 
in patient services are cure, care, custody, and control (in the order named), the 
aides held in their thinking this order: control, custody, care and cure. The teachers, 
without much clarification of the issues, were having much difficulty with this 
reversed order of priorities in functions. 


In other areas of ideology reversals were to be observed. The aides overrated 
practical experience and underated theory and “schooling.” Their concepts of the 
model patient were not the person who takes an active interest in his recovery and 
who seeks maximal advantages in the opportunities for improvement and early 
discharge, but the patient who cooperates fullest with them in the problems of 
control and custody or who sits quietly in a corner day after day and even stays 
tin the hospital over-time and occupies a place that might be filled by a more 
difficult person. While the nursing staff tried to teach the view that all patients are 
“* sick,” the older and “ experienced ” aides practiced frank discrimination in their 
“ diagnoses ” of the sick, the crazy, and the just plain “ mean ” patients, 


Being permanently of low rank, without power, subject to restricted com- 
munication with professionals, and under female dominance, the aides’ ideology 
was filled with conventionalized expressions of “ status protest.” And since maximal 
efforts served little to advance an aide’s status or power, his ideology supported 
minimal efforts. There was, also, free informal communication of the ideas among 
aides that since security in interpersonal relationships with one’s superiors came 
primarily through compliance, it was thus good practical sense to refuse “to stick 
out one’s neck,” to be careful to ask the fewest, the simplest, and the most necessary 
questions, to keep formal contacts with superiors, and especially the nurses, at a 
minimum, and to do nothing more than one js specifically instructed to do. The 
aides’ ideology held further that in the ward emergencies the main loyalties come 
from fellow aides instead of from the “ superiors.” 


With such an ideology, shaped and shared out of the practical experience of 
problem-faced situations, let us look briefly at the aides’ stereotyped self-image, his 
“stable point of inner reference.” Confronted on the one hand by an atmosphere 
of unpredictable violence from patients and on the other hand by female dominance 
(and out of a general social background that stresses emancipation from the mother), 
a very high value was placed on masculinity in the aide’s sub-culture. The mas- 
culine model was further enhanced for the aide by temptations or threats of sexual 


overtures from male patients and by the conventionalized sexual connotations. 
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associated with the “male nurse.” Thus, in fantasy and in practice, compensatory 
patterns had built up and idolized for the aide the self-image of a “man among 


men” who is able at all times to manifest tough personality traits and hard 
techniques. 


With a more complete report of this fine study, including similar analyses of the 
aides’ informal skills for specific assignments and normative rules for solving prob- 
lems of intetpersonal relationships within the hierarchy of the hospital system, 
it would become even easier to comprehend, and perhaps to predict, much of the 
behavior of the aides that had been regarded as enigmatic or even subject to blame 
and recrimination. It organized group relations, we have only begun to explore 
the possibilities of insight and knowledge that may be available through thorough 
and systematic studies of the sub-structure and sub-culture patterns of behaviour. 


5. The fifth and final finding of special importance in hospital practice is the 
apparent discrepancy between the charter commitments and the actual performances. 
There is always some discrepancy because of the gap that exists between expressed 
ideals and practical realities. Moreover, because of their vested interests and resulting 
bias, the participants are often least qualified to make an objective appraisal on 
how well the results fulfill the promises. A more pertinent observation for us, 
however, is that the sub-charter conflicts increase greatly the discrepancy that may 
exist between over-all charter claims and the possibilities for performance by par- 
ticular sub-categories of personnel. It is conceivable, for example, that the charter 
standards and objectives of performance in the medical profession may require of 
the operating personnel in a given institution levels of accomplishment that are 
entirely unobtainable and thus make for the practicing physicians obvious and pre- 
dictable frustrations and maladaptions. 


Another even better example, perhaps, can be found in the experience of our more 
recent graduates in the leading American schools of nursing. These young women 
acquire concepts of patient care, principles of practice, and standards of performance 
that are so much superior to and out of line with the existing norms and conventions 
of nursing practice in most of our hospitals of today that they are bound to be 
confronted with frustrations, discouragements, and the necessity of compromises. 
In a sense it could be said that there is nothing mysterious or blameworthy about 
this at all, they are simply caught for the time in the built-in “booby-traps” of 
the system. But to gain this kind of insight and perspective may serve to free their 
minds of self-blame or recriminative responses toward others and perhaps pave 
the way for more constructive and progressive compromises. 


This kind of approach to the problems of hospital practice presents a challenge 
to our medical administrators perhaps above all others. There is first the challenge 
of medical statesmanship in what constitutes a difficult field of complex and con- 
flicting forces. In addition to this urgent present need in the health field, and to 
guide it in long-term perspective, is the need for collaborative research between 
medicine and the social sciences toward a more effective application of the know- 
ledge of medicine to the needs of man. In terms of relative potentialities, the field 
is fallow, the workers are few. 
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Extracts from ICN’FNIF News Letters 


A VISIT TO EIRE 
by 
Miss ELLEN BROE, 


Director of the Florence Nightingale International Foundation 


On April 18th I left London by air for a visit to Eire. An invitation from the 
National Council of Nurses of Ireland to speak at their Annual Meeting on the 19th 
April in Dublin, was the occasion for this, my first contact with “the Emerald Isle ” 
and its people. From the moment I landed at the Dublin Airport where I was so 
kindly received (by the President of the National Council of Nurses of Ireland, Miss 
K. Russell, Miss M. Quain, the Honorary Secretary, Miss E. Cooke, the Secretary of 
the National Florence Nightingale Committee, and Miss M. E. Kelly, Matron of St. 
Mary’s Hospital, Phoenix Park and Miss G. Egan, Senior Airport Nurse) and taken 
to the lovely upstairs lounge of the Airport, where coffee was arranged; till the moment 
when I was seen off in the same gracious manner, the hospitality and spontaneous 
friendliness extended to me from everyone I met was a most heart-warming experience. 


My programme (of which an outline is attached) had been planned by Miss 
Kathleen Russell, in co-operation with Miss Quain and other colleagues. Good care 
had been taken that I should have the opportunity of collecting professional informa- 


tion as well as the privilege of meeting people in a social way and of enjoying the 
beauty of the countryside. 


I had the honour of being received by the Lord Mayor, Alderman A. Byrne, 
together with Miss E. Grogan, the General Secretary, and Miss E. Fisher, the Social 
Secretary, of the Irish Nurses Organization, at the dignfied old Mansion House. It 
was interesting to learn from this Adminstrator of Dublin, who is so greatly loved 
by the man in the street, about the general social developments over the long span of 
years in which he has been in office, and the extensive housing schemes which will 
soon eliminate any shortage of housing in Dublin. 


At the Ministry for Health I met the Nursing Officer, Miss Margaret Reidy, who 
has recently been appointed and who is the first nurse to hold this position in Eire. 
Miss Reidy introduced me to the Medical Officers and, in the absence of the Minister 
for Health, to the Secretary to the Minister, Mr. Kennedy. It was very interesting to 
meet with this group and to learn about the plans for the total health service; what 
had been accomplished over the last 10 to 15 years, particularly with regard to the 
building and expansion of the county hospitals all over the country; and the plans 
which are now under way for the development of public health services that will 
cover the country. Whereas public health nursing in the cities presumably will con- 
tinue to be specialised work, it is hoped to be possible to have a generalised pro- 
gramme of public health nursing for the rural areas. Miss Reidy’s first concern will 
be to take steps towards the provision of an adequate number of well-prepared 
public health nurses for these functions. Plans are at present being considered for 
the development of a programme which will prepare professional nurses for public 
health nursing under a generalised scheme. This will be the first regular post-basic 
course to be conducted in Eire. 
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From the Ministry for Health I went to the Nursing Board of the General Nursing 
Council, which deals with the registration of nurses and the planning of nursing 
education in the country. My appointment was with the Education Officer, Miss R. A. 
Cunningham, who introduced me to the Secretary to the Board, Mr. T. Keogh, and 
to the Chief Adviser with regard to Midwifery, Mrs. Myeler. Miss Cunningham, who 
is also new in her position, has been appointed at the right moment to undertake a 
very important piece of work as she and members of the Nursing Board are at present 
busy studying and revising the syllabus for the Basic Schools of Nursing in Eire; as 
well as working with the Ministry for Health on the planning of the programme in 
Public Health Nursing. The Irish Nursing Board is fortunate in having to make a 
revision of their Nursing Education at this time when Education Authorities in all 
countries are considering the same questions and the trend is to try and relieve 
Nursing Education of subject matter and duties unessential to nursing and centre 


the attention on the psychological, social and health aspects of nursing which are 
becoming increasingly important. 


Another interesting visit was paid to the Irish Red Cross, where I met the Chair- 
man, Lord Killanan, the Secretary and members of staff, and discussed Red Cross 
activities in their relation to Nursing. It was encouraging to learn that the Irish 
Red Cross gives approximately six scholarships of £100 per year to girls who want 
to enter Basic Nursing Education and would not otherwise be able to afford this. 
The possibility of awarding scholarships to graduate professional Nurses through 
the National Irish Florence Nightingale Committee, over and above the annual sub- 
scription paid to the Florence Nightingale Committee by the Irish Red Cross, was 
discussed, as the need for scholarships, which will enable graduate nurses to under- 


take a preparation for special positions is, of course, as great in Eire as in any other 
country. 


One afternoon Miss Russell and Miss Mae Carey (Matron of Dr. Steeven’s 
Hospital) took me to see Miss Alice Reeves, former Matron of Dr. Steeven’s Hospital, 
who lives in Dublin. Many old friends who will remember Miss Reeves from her 
participation in ICN meetings over a long period of time, will be happy to have 
news of her. Apart from a troublesome arthritis which prevents her from going out, 
Miss Reeves is well and takes an interest in all international matters with her usual 
alertness and keen professional insight. 


All my visits to hospitals, in Dublin as well as in other parts of the country, were 
delightful. This was due to the professional interest one always takes in seeing hospi- 
tals, learning about new developments in hospital equipment, and having an oppor- 
tunity to discuss the functions of nurses with colleagues. There was a particularly 
friendly and homely atmosphere in the Irish hospitals and institutions. It is my 
impression that this is mainly due to a strong feeling of vocation in Irish Nurses. 
The fact that there is no shortage of nurses in the country also points in this direction. 


It was an interesting experience to attend the opening of the Dublin Regional 
Sanatorium, Blanchardstown, County Dublin. On a very pleasant woodland site of 
240 acres (part of the Holmpatrick Estate) one of the most extensive hospital projects 
in the country was opened by the Minister for Health, Mr. Th. O’Higgins. The Sana- 
torium is designed for 520 patients—in 40 bed units, each in a separate building, 
and has cost about £1,750,000. With the Western Regional Sanatorium opened at 
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Galway in 1952 and the Southern Regional Sanatorium which will be opened at 
Glanmire, County Cork, in a few weeks time, there will be a total of 1,500 beds avail- 
able for tubercular patients. This should be sufficient to take care of the need for 
beds for tubercular patients, and be an important feature in the intensive campaign 
Eire is conducting in its fight against tuberculosis. The buildings were blessed by 
Very Reverend C. Hurley, D.D., P.P., whereafter the official opening took place and 
the large gathering of doctors, nurses, representatives of health organizations, mem- 
bers of the Dublin Corporation and invited guests were taken to the central restaurant 
for the staff of the sanatorium, where the official speeches by the Minister for Health, 
Mr. O’Higgins, the Lord Mayor, Alderman A. Byrne, and Members of the Dublin 
Corporation were given. After a reception where refreshments were served, the guests 
were shown over the buildings, which are planned and equipped in a labour saving 
and practical manner; much attention has been paid to a pleasing colour scheme and 
to giving the patients the best possible opportunity to enjoy the wonderful view which 
met the eye in all directions. Patients ought to get well quickly under these conditions 
which seem ideal from their point of view. The big site with its very scattered build- 


ings may provide the staff—in particular the nursing stafl—with some problems of 
administration. 


It was indeed interesting to have the opportunity to compare the old and historical 
hospitals where reconstruction has been—or is being—undertaken, preserving as far 
as possible the most valuable and beautiful parts of the buildings and introducing 
new and labour-saving facilities, with the modern buildings, representing the last 
development in hospital construction; it seems that the endeavour for what is best 
and most useful in our present day is being combined quite happily with the respect 
and veneration for the cultural values represented by the old historical institutions. 


On the 19th April, the National Council of Nurses of Ireland held their meeting 
at which I was invited to speak on “ New Trends in Nursing Education.” The meeting 
was held in the big auditorium of the Royal College of Surgeons. Several hundred 
nurses, including many nuns engaged in hospital administration and teaching in 
schools of nursing, invited guests, doctors and priests, attended the meeting. After- 
wards there was a reception in the Board Room of the College where there was ex- 
cellent opportunity to meet people and continue interesting discussions. 


The weather was perfect during the whole week I was in Ireland. The intensive 
green of the landscape against the brownish blue of the mountains showed up in all 
its beauty in the bright sunshine on all the occasions when my kind hostesses drove 
me outside the city of Dublin and right into County Galway and County Wexford. 


To the many new and challenging projects on which the Government, the doctors 
and the nurses are working for the development of their health services in Ireland, I 
send my good wishes for continued success. 


To everyone who made my visit so profitable and enjoyable, I would like to 
send my warm thanks. Whether I was paying an official visit or having a meal with 
a group of nursing colleagues, the spirit of friendliness and hospitality was so genuine, 
and the greeting with which I was met by practically everyone—“ You are welcome 
to Ireland ”—rang true. ‘ 
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A VISIT TO TURKEY 
by 
Miss FRANCES BECK, 
Assistant to the Director, The Florence Nightingale International Foundation 


Both I, and Miss Yvonne Schroeder who accompanied me, would like to record 


our most sincere gratitude to the Turkish Nurses Association for giving us such warm 
hospitality, for preparing programmes for us in Istanbul and Ankara, for providing 
interpretation and for doing everything to facilitate our visit to the country. We 


have returned with a very warm regard for all those Turkish nurses who gave us 


their time so very generously and who helped us so much and so unstintingly through- 
out the weeks of our stay with them. 


Our time was divided between Istanbul and Ankara and we spent three weeks in 


each city. We also paid a brief visit to Adana. 


In Istanbul we owed a debt of gratitude to Miss Esma Deniz, President of the 
Turkish Nurses Association, for her unsparing help and interest. In Istanbul we 
visited Schools of Nursing; Hospitals; the Health Centre, known as Siileymaniye 
Saglik Merkezi; the Department of Health and Social Welfare; the Red Crescent 
Headquarters; the University of Istanbul; the Anti-tuberculosis Association Sanato- 
rium; the World Health Organization Dispensary; the Department of Education and 
some schools, both secondary and technical. We enjoyed seeing the beautiful work 
produced by the students of the technical schools both in Istanbul and Ankara. On 
one afternoon we attended the Meeting of the Women’s Federation. 


It was a pleasure to meet many of the nurses of the Istanbul branch of the 
Turkish Nurses Association at the Headquarters of the Association and we also met 
on this occasion, one of the founder members of the original Association which, in 
due course, developed into the present Association of professional nurses. It was 
indeed interesting to learn something of the history of the development of the Turkish 
Nurses Association from its earliest days. 


We had the pleasure and honour of visiting the Scutari barracks, where we 
walked in the corridors and rooms through which Florence Nightingale must have 
passed time and again. One appreciated anew her heroic labours. 


We were delighted by the views of the Bosphorus and the Golden Horn and we 
understand why Istanbul evokes such admiration because of its situation, its lovely 
silhouettes of mosques and other buildings, views of which are seen at their best as 
one crosses the Bosphorus. 


In Ankara our admiration was both for the people who had courageously built 
this new capital and for the city itself with its broad avenues, great public buildings, 
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parks and gardens, and for the gay flowers which added colour to the Atatiirk Boule- 
vard. It was interesting to visit the old Citadel and to realise the long, long history 
of this country told in the Greek, Roman and other stones visible in the old walls. 


Here, too, in Ankara, we visited Hospitals and Schools of Nursing, the Post- 
Graduate Course for Nurses, at Keciéren, the Ministries of Health, Labour and Edu- 
cation; the Red Crescent Headquarters; secondary and technical schools and a College 
for the training of teachers. We visited a Health Centre both in the city and outside 
in the country and also a Turkish village. The Ankara branch of the Turkish Nurses 
Association with their President graciously entertained us to tea. 


We were more than impressed by the Atatiirk Mausoleum which seems to express 
so much of the spirit of the country. 


Adana, in the far South, seemed to bring us right into the Middle East and we 


learned more of Turkey by flying over the extensive plateau and the beautiful Taurus 
Mountains. 


Wherever we went we found friendliness and hospitality; unwearying patience 
in all our interviews; kindness, too, in casual encounters when on rare occasions we 


lost our way and were thrown back on our few words of Turkish to find the street 
or destination we sought. 


We hope that what we learned in Turkey we may put to good use both with regard 
to Turkey and the other countries which we contact in the course of our work. 


Once again, we would like to mention the few delightful days we spent in Athens 
‘and to record here our sincere gratitude to the Hellenic Nurses Association for their 
kindness and hospitality. 


To all our friends we send greetings. 





FABER BOOKS 


Artificial Respiration 


“Brief, informative, of value both to laymen and medical men and contains a large number of 
Soliant Fn raphs demonstrating the various methods of artificial respiration.”—Middlesex 
os $ 


T. O. GARLAND, M.A., M.D., D.P.H. 


ou! lst edition 1955. 27 photographs. 6/6 


Social Group Work in Great Britain 


; ; : : _ Edited by PETER KUENSTLER, M.A. 
The eight contributors to this book seek to provide an introduction to a form of social work that 
is likely to assume ever-increasing importance in the coming years. This is a practical and 
authoritative study that will be of interest to social workers, administrators and all who are 
concerned with education and the social services. lst edition 1955. 12/6 


Backblocks Baby -Doctor DORIS GORDON, F.R.C.S., F.R.C.O.G., D.P.H. 


An autobiography by one of New Zealand’s first women doctors. 
“ Her experience, even in medicine, is unusual.”—The Observer. 


“The forthright story of a successful and energetic obstetrician.”—Richard Gordon, author of 


Doctor in the House, in The Sunday Times. Just published. 15/- 
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NURSING LEADERS FROM 27 NATIONS 


(Prepared by the Public Relations Committee of the International Council of Nurses 
and released to Press Representatives in Istanbul, on 4th September, 1955) 


Convened in Istanbul 29th August—4th September 


Istanbul 3rd September—Nursing leaders from 27 countries convened here this 


week for the biennial meeting of the International Council of Nurses’ Board of 
Directors. 


Action was taken on various world wide nursing problems at sessions held through 
4th September, at the Hilton Hotel. 


Among these were consideration of exchange privileges of nurses between 
countries. In the last two years more than 4,000 nurses have obtained employment 
in countries abroad, and 1,200 have studied abroad. This programme is carried on 
by the ICN in close co-operation with its Member Associations. Miss Margrethe 
Kruse of Denmark is Chairman of this Committee which contributes to the enrichment 
of nursing service throughout the world. 


The Committee on Nursing Service presented a significant report which included 
the question of how to proceed, keeping in mind the need for the development of 
basic principles and acceptable standards which might be useful to all countries. 
The ICN has an obligation to assist in raising the standards of nursing care through- 
out the world, and therefore carefully prepared material is most essential. A Paper 
on Acceptable Standards of Neuro-Surgical Nursing presented by the Swedish 
Nurses’ Association was accepted for release to all countries as a standard for this 


branch of nursing. The Chairman of the Nursing Service Committee is Mrs. B. A. 
Bennett of Great Britain. 


The ICN Economic Consultant, Miss Florence L. Udell, reported concerning a 
study of compensation for nurses contracting tuberculosis. Several countries reported 
that tuberculosis is recognised as an occupational disease for nurses under Workmen’s 
Compensation Acts, Employees’ Compensation Acts, Industrial Injuries Acts, or in 
the case of New Zealand, a Tuberculosis Act. Five countries have a social security or 
health insurance scheme for all workers or citizens, while four countries have no 


special provision but do give consideration to this problem by all or some employing 
authorities. 


As a declaration of intent for the next two years the Board adopted the following 
resolution: — 


WHEREAS the Board of Directors of the International Council of Nurses 
in biennial meeting assembled at Istanbul, Turkey, 29th August— 
Ath September, 1955, is aware that already much is being done 
and increasingly can be accomplished in diagnosis, treatment and 
cure of certain diseases by the use of radioactive techniques, and 


WHEREAS it realises the important role professional nurses are being called 
upon to take, and increasingly will be called upon to take, in the 
medical history being written in this particular age, be it 
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RESOLVED that the Board of Directors of the International Council of Nurses 
pledges its efforts to promote the use of modern scientific develop- 
ments for peaceful purposes, and further be it 


RESOLVED that the Board of Directors calls upon Nurses throughout the world 
to support any and all efforts to bring this about, by co-opera- 
tion with the United Nations, and particularly the World Health 
Organisation, for preservation and welfare of mankind, and further 
be it 


RESOLVED that gratitude is hereby expressed to the United Nations for its 
unanimous efforts towards this end; and to the World Health Or- 
ganisation and other United Nations Specialised Agencies for their 
Studies and Programmes. 


The Board also outlined plans for the Eleventh Quadrennial Congress of the ICN 
to be held in Rome, Italy, 27th May—2nd June, 1957. The previous ICN Congress, 
which met in Brazil in 1953, was attended by nearly; 1,500 nurses from 46 countries. 


The International Council of Nurses, founded in 1899 by nurses of Great Britain, 
the United States, Germany and other countries, is a federation of national nurses’ 
associations in 36 countries, plus 20 other national associations which enjoy “ assoc- 
iate”” membership status. 


The ICN represents more than 450,000 trained nurses throughout the world. 


The Board received a report on the purchase of a building which will be the 
Headquarters of the ICN. It is located at Number One, Dean Trench Street, West- 
minster, London, England. 


On 3rd September, as guests of the Turkish Nurses’ Association, the ICN visitors 
made a pilgrimage to the Selimiye Military Barracks in Scutari which includes the 
historic Barracks Hospital made famous by Florence Nightingale during the Crimean 


War. 


It was at Scutari, or Uskiidar (ancient Chrysopolis), now an urban district of 
Istanbul on the asiatic side of the Bosphorus, that the “ Angel of Crimea” pushed 
reforms which revolutionised care of the sick and laid the foundations for modern 
professional nursing. 


At the formal ceremony which took place at the Barracks, the following citation 
was presented to Miss Esma Deniz, President of the Turkish Nurses’ Association. 


On behalf of nurses throughout the world, we the Board of Directors of the 
International Council of Nurses, pay tribute to the Nurses of Turkey for their 


contributions to professional nursing. 


Here in Turkey the spirit of nursing was born; here in Uskiidar, Florence 
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Nightingale, pioneer of nursing, administrator and statesman, demonstrated to . 
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the world the efficacy of nursing care; here, during the century that has followed 
her great achievements, her spirit has remained, her memory has been cherished, 
and her work carried on. 


In conveying to the Nurses of Turkey our admiration for their past achieve- 
ments, our good wishes go with them for the tasks that lie ahead. 


For their generous invitation and the warmth of thei; welcome, we shall remain 
forever grateful. We deem it an immeasurable privilege that our meetings can 
be held in this beautiful city amongst historic surroundings. 


Together may we write yet another stirring page in the history of nursing— 
a page that shall prove no less inspiring than those already recorded. 





Marie M. Bihet (Signed) 
President. 


Among resolutions of appreciation unanimously recorded by the Board on 
Saturday morning, 3rd September, was one of deep gratitude for the most generous 
hospitality given by the Turkish Red Crescent in providing accommodation and full 
board for members of the ICN Board of Directors. 





